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R. MASON’S “Plastic Surgery and 

Repair” (page 47), with particu- 
lar reference to the hand, and confined, 
as he notes, to “the uses of and indica- 
tions for skin grafts,” is illuminating and 
authoritative. Dr. Mason participated 
in the Symposium on Hand Injuries at 
the Third Annual Congress on Indus- 
trial Health, held last month at Chi- 
cago. Dr. Ivory’s “Important Consider- 
ations in Maxillo-Facial Injuries” page 


MEDICINE, was prompted by “some of 
64 the poor results observed in 17 years of 
hospital experience.” Dr. Ivory is Oral 
Surgeon (Attending, Visiting or Con- 


Surgeon, 4th Division, Department of 
m Oral Surgery, Bellevue Hospital, New 
York City, 1929-1932, and is Lieutenant 
Commander, DC-V(S), U.S. Naval Re- 
serve. From this background he knows 
first hand the importance of the “close 
cooperation” he urges “between the oral 
and general surgeons in all injuries of 
the face and jaws.” Dr. HANSSON’sS 
“Physical Therapy” (page 54), and Dr. 
Davis’ “Neurosurgical Lesions” (page 
55), are from the Fifty-First Annual 
Meeting of the AMERICAN ASSOCIATION 
oF RAILWAY SvurRGEoNs; and, following 
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them (page 58) is “Importance of a 
Medical Department in Industry,” by 
W. M. Jerrers, Union Pacific Railroad’s 
capable president, from the same meet- 
ing. Mr. Jerrers, characteristically frank 
and fair, gives the doctors in industry 
credit for a vision which—in so far as 


—Continued on Page 5. 
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it is possessed by the one and not by 
the other— may be an important 
point of distinction between the in- 
dustrial physician and the non-in- 
dustrial physician. He says: “I hes- 
itate to believe that industry in its 
first appraisement of the value of 
providing medical treatment of em- 
ployees, projected the resulting ben- 
efits further than those immediately 
in sight. Those physicians and sur- 
geons who became actively engaged 
in the work soon began to visualize 
other economic benefits.” THEN fol- 
low more of the papers from the 
Railway Surgeons’ program, carry- 
ing over to the printed pages all the 
qualities of excellence that made 
them so interesting and instructive 
to those who heard them read. Dr. 
WoLrer’s “Tumors of the Head, 
Face and Neck” (page 59), is a terse 
epitome of experiences with a truly 
“tremendous” subject. The author's 
treatment is a model of the concise 
style which, as Dr. Johnson says, 
“expresseth not enough, but leaveth 
somewhat to the understanding,” 
The brevity, however, is inversely 
proportional to the authoritative- 
ness. And Dr. Vorts’ “The Manage- 
ment of Head Injuries” (page 60) is 
equally compact, interesting, and 
important. 
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Vice-President ~........Dx. THomas C. BrowN1NnG..2136 Indiana Ave., Chicago 
Secretary-Treasurer Dr. Frank P. HAMMOND......6308 Cottage Grove Ave., 


Board of Governors Chi 


Term to Expire 1941 











Dr. Freon G. Carus 5607 Roosevelt Rd., Cicero 
I —E—— aa 4157 S. Halsted St., Chicago 
Dr. Freverick W. SLose.................... 2024 S. Western Ave., Chicago 
Term to Expire 1942 

Dr. Dan R. McLean 11 S. LaSalle St., Chicago 
Dr. Fewix JANsry 30 N. Michigan Ave., Chicago 
Dr. Crarence W. Hennan...............-cccccsccoe 841 E. 63rd St., Chicago 
Term to Expire 1943. 

Dr. Emite C. DUuvaAt............---------105 W. Madison St., Chicago 


Dr. FRED M. MILier...............0-.-essesee--2136 Indiana Ave., Chicago 
Dr. CuHartes Drueck, Jr 58 E. Washington St., Chicago 
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Milwaukee Association of Industrial 


Officers 
a Dr. #. G. OAKLAND.. seer N. rath St., Milwaukee 
Vice-President ..—. Dr. SENN... E. Mason St., Milwaukee 


Secretary-Treasurer DR. 0: A. SANDER. “710 ww Plonkioven Ave., Milwaukee 


Physicians and Traumatic Surgeons 


Board of Directors 


Dr. U. E. Gesnarp.. 1332 S. 16th St., Milwaukee 
Dr. Georce H. HOFFMAN... 7006 “W. Greenfield Ave., Milwaukee 
Dr. S. H. WETZLER.............606 W. Wisconsin Ave.. Milwaukee 
Dr. Epwarp QUICK 411 E. Mason St., Milwaukee 





Dr. DAvip MEHIGAN............231 W. Wisconsin Ave., Milwaukee 





cago 





Association of Railway and Industrial 
Physicians and Surgeons of Kansas City 


President —. caer 1. J. Owens, M.D., F.A.C.S., Kansas City. 
Vice-President nee |. F. Casties, M.D., Kansas City, Missouri 
Secretary ... sae F. A. FEMERABEND, M.D., Kansas Citv, Missouri 
Treasurer enccceenene nee CARL N. Lixpquist, M.D., Kansas City, Missouri 


Component Society of the American Association of 


Officers, 1939-1940 
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ACCEPTED 


MERCK & CO. INC. Manufacturing Chemists RAHWAY, N. J. 


Prescribed for more than 50 years because of 
its mildly local antiseptic, astringent, and 
emollient properties. “Ichthyol” is the reg- 
istered trade mark of the product supplied 
under the Merck label and originally in- 
troduced by Unna. Literature on request. 
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trial Health, Monday, January 13, 
1941. ANp then there are certain 
proposed amendments of the Con- 
stitution and By-Laws of the AMER- 
ICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS, to be 
voted upon at the Twenty - Sixth 
Annual Meeting in Pittsburgh, May 
5-9, 1941. 


Dr. NOLAND’s “Status and Func- 
tion of the Industrial Physician” 
(page 72) is from J. M. A. Georgia. 
If this is typical of the kind of arti- 
cles the A. M. A. Council on Indus- 
trial Health has in mind when it 
refers now and then to the increas- 
ing number of articles on industrial 
medicine planned to appear in the 
various state journals, the more the 
better. It is the non-industrial men 
who need such articles, and it is the 
industrial men who can best pre- 
pare them. For such of the latter 
as may have an assignment of this 
kind in prospect, Dr. NOLAND’s pre- 
sentation is an excellent model. 


Dr. COoNnzeEeTT’s “Management of 
Minor Industrial Injuries” (page 
75), from J. Iowa State Med. Soc., 
gives a clear picture of compensation 
practice in a predominantly agri- 
cultural state, and makes a plea for 
more careful attention on the part 
of physicians and surgeons in every 
state to the matter of careful and 
proper records. 


It 1s hoped that Miss HELEN L. 
ByrNES, whose “Relation Between 
Corrosion and Menstruation” (page 
80) leaves a foundling problem on 
the doorstep of the physiological 
chemists, may receive from others 
who have had similar or related ex- 
periences, the information which 
will reward her interest in her work 
and her enterprise in bringing this 
unusual phase of it to general at- 
tention. She may be addressed in 
care of INDUSTRIAL MEDICINE. 


Industrial Medical Courses 


Sipe prevention and control of oc- 

cupational diseases in national 
defense industries through modern 
methods of industrial hygiene and 
industrial health education will be 
emphasized in a new advanced 
course in “Industrial Hygiene and 
Occupational Diseases’ conducted 
during the spring term beginning 
February 3 by the New York Uni- 
versity Center for Safety Education. 
Among guest lecturers: Dr. LEON- 
ARD GREENBERG, New York State De- 
partment of labor; Dr. A. J. LANZA, 
Metropolitan Life; Dr. C. H. War- 
son, American Telephone and Tele- 
graph Company; Henry D. SAYER, 
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This ingenious irrigating 
outfit does many jobs 





Saves space, time and money 


OU can use it to irrigate an ear, nose, fistula, wound or 
abscess. You can connect it to a catheter or hypodermic 


needle. 


A two-way valve and plunger spring provide automatic 
refill. Just connect valve and hose and drop sinker in irri- 
gating solution. This compact outfit replaces bulkier equip- 
ment of less efficiency and greater cost. Price complete 
with 9 parts, No. 470M, $6.25. Complete with suede cloth 


pouch, No. 470MP, $7.00. 


A folder giving complete details and prices of parts in- 
cluded in the No. 470MP outfit will be mailed you on request. 


B-D PRODUCTS 


cMade for the Profession 





Compensation Insurance Rating 
Board; Myron A. SNELL, Hartford 
Accident and Indemnity Company; 
WarREN A. Cook, Zurich General 
Accident and Liability Insurance; 
F. A. Patty, Fidelity and Casualty 
Company of New York; J. J. 
BLOOMFIELD, National Institute of 
Health, U. S. Public Health Service; 
B. F. Postman, Connecticut De- 
partment of Health; Revert C. 
STRATTON, and J. B. FICKLER, The 


.Travelers Insurance Company; 


Frep W. Sent, Aetna Casualty and 
Surety Company; and Dr. HERBERT 
J. Strack, Director of the Center. 


Among topics considered: The na- 
ture, incidence, and prevention of 
occupational diseases; factors af- 
fecting industrial health; exposures 
in industry; engineering control 
methods in occupational disease 
prevention; medical control and in- 
dustrial health education; legal 
phases of occupational diseases; the 
classification, nature, and preven- 
tion of dust diseases; metallic pois- 
ons in industry; the effects and con- 
trol of toxic gases; toxic organic 
solvents; dermatoses and venereal 
diseases; air sampling methods and 

—Continued on Page 10. 
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for Your First Aid Daept. 


Combining in one beautiful unit all three 
essential sterilization services, the Pelton Tri- 
Plex Sterilizer has won wide preference in 
modern industrial hospitals and first aid 
departments. 

his Pelton model includes recessed 16-inch 
instrument sterilizer, 8" x 12” autoclave for 
pressure sterilization of dressings and other 
operative materials, a two-gallon water steri- 
lizer, and generous storage space. Everything 
is self-contained, requiring no special wiring 
or plumbing. 

peration is entirely automatic. Instrument 
Sterilizer has “Mark-Time™ switch for timed 
operating periods, also automatic current 
reduction and separate automatic cutoff. 
Autoclave operates by simplified, automatic 
technique, delivering materials dry and ready 
for use or storage. Cabinet has self-starting 
electric clock, automatic interior illumination 
when doors are opened, and stainproof formica 


top. 
Write us at once for full details, or get them 
from your established dealer in medical supplies. 
THE PELTON & CRANE CO, 


Established 1900 
DETROIT, MICHIGAN 
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Association of Surgeons 
New York Central System 


Officers 


Secretary-T) casurer 


President: 
B. L. Corey, M.D. 
Vice-Presidents: 
N. W. Gitvetre, M.D. 
G. H. Marcy, M.D. 
J. G. Frosr, M.D. 
H. M. Lone, M.D. 


H. A. Farnuavuer 


Office of Secretary Treasurer 


413 LaSalle Street Station, 
Chicago, Illinois. 
Telephone WABash 4200 


Executive Council 


B. L. Corey, MD., F.A.C.S. 
Chief Surgeon, New York City 
L. A. Ensmincer, M.D., F.A.C.S. 
Chief Surgeon, Indianapolis 
H. A. Fariaver, 
Secretary-Treasurer 
O.iver G. Browne, 


¢ 


seorGE P. Mynas, M.D., F.A.C.S. 


Medical Director, Detroit 


F. E. Pierce, M.D., F.A.C.S. 


G. 


_ Chief, Surgeon, Chicago 


; Chief Surgeon, Pittsburgh 


General Claims Attorney 





New Jersey Association of Inducted 
Physicians and Surgeons 











Officers 
President D. O. Hamauin, M.D. 
Vice-President J. M. Carusie, M.D. 
Secretary anu E E. Evaxs, M.D. 
Treasurer H. Irving Dunn, M.D. 





Directors 


Cc. T. Brown, M.D., 


R. P. Vreecann, M.D., 


Component Society of the American Association of 
Industrial Physicians and Surgeons 





Institute of Traumatic Surgery 








Officers 
EL Oe 
Vice-President... —James J. CALLAHAN 
Secretary and Treasurer Ro.ano A. JAcoBsoN 
Chairman of Board of Governors........................KELLOGG SPEED 


Board of Governors 


ArtHur H. Coniery 


J. B. WitLems 





























Interest in this subject during recent years has become so keen 
that instead of the 60 references which comprised the complete 
bi’ liography in 1937, we are now able to furnish 175 references 


Bitlugraphy af 
175 references now 
ready for you 







to any physician who desires this material. 


GADOMENT 


(Pateh) 


— the original American Cod Liver Oil Ointment — provides a 


convenient and effective means of appl cation. 


Formula: Cod Liver Oil.................. 70% 
Gomens Acid ...................... 0.375% 


with zinc oxide and benzoin in a wax base. 


For minor burns, indolent burns, friction burns, varicose ulcers, 


decubitus ulcers, eczema, etc. 


BOSTON, 


THE E. L. PATCH COMPANY 






MASS. 


R. Winters, M.D., F.A.C.S. 


H. H. Kesscer, M.D, 


Eric OLpBerc 
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Michigan Association of Industrial 
Physicians and Surgeons 


Officers 
Presidemt occcccececeeeeeeceeeeeeeeea FRANK T. McCormick, M.D., Detroit. 
President-Elect  ceeeoccceeeee GEORGE J. Curry, M.D., Flint. 


Secretary-Treasure..r .....C. F. DeVries, M.D., Lansing. 
Vice-President cecececcoceccoceomee}. DUANE Miccer, M.D., Grand Rapids 


Board of Directors 
R. H. Dennam, M.D........... Grand Rapids 
Ear. |, Carag, M.D................ ee Lansing 
A. H. Wurrraxer, M.D., F.A.C.S........ Detroit 
Component Society of the American Association of 
Industrial Physicians and Surgeons 














Georgia Association of 


Industrial Surgeons 


Officers, 1939-1940 
— R. E. Newserry, M.D Atlanta 
Vice-President —......_....BENJAMIN H. MINCHEW..........-...-..--------+---- Waycross 
Secretary-Treasurer J. W. Simmons, M.D Brunswick 
Component Society of the American Association of 
Industrial Physicians and Surgeons 

















American Industrial Hygiene 


Association 
Officers, 1940-1941 


President—Warren A. Cook, 
ivision of Industrial Hygiene and Engineering Research, 
Zurich General Accident & Liability Insurance Co. Ltd., 
135 South LaSalle Street, Chicago, Illinois. 
President-Elect—Donatp E, CUMMINGS, 
Director, Div. of Industrial Hygiene, 
Department of Medicine, University of Colorado 
School of Medicine and Hospitals, Denver, Colorado. 
Secretary—Gorvon C. Harroip, Pu.D., 
Industrial Hygiene Laboratories, Chrysler Corporation, 
7900 Joseph Canpess Avenue, Detroit, Michigan. 
Treasurer—Tueopore Hatcu, Associate Professor of Industrial 
Hygiene, University of Pennsylvania Medical School, 
Philadelphia, Pennsylvania. 


Directors 
175 Berkeley Street, 
Sanitary Eng —— Boston, Massachusetts. 
ationa nstitute o ealt . R. A. Kenoe, Director, 
U. S. Public Health Service, Kettering Laboratory of Applic«! 
Bethesda, Maryland. Physiolo 
Roy S. Bonsts, College of Medicine, 
Chief Safety Inspector, University of Cincinnati, 
Standard Oil —_ =! of N. J.. Eden Avenue 
New York, New York. Cincinnati, Ohio. 
Proressor Puitip Drinker, : . 
F. A. Patty, Director, 


ete Seal of Puke Industrial Hygiene Laboratory, 


Health, Fidelity & Casualty Company 
s Shattuck Street, e N. Y., 
ton, Massachusetts. 80 Maiden Lane, 

Kaa. L. Duwx, New York, N. Y. 

Industrial Hygienist, H. H. Scurenx, Px.D., 
Corning Glass Works, U. S. Bureau of Mines, 
Corning, New York. 4800 Forbes Street, 

Wa. G. Frepricx, Px.D., Pittsburgh, Pennsylvania. 
Bureau of Industrial Hygiene, Wituiam P. Yanrt, Director, 
Detroit Department of Health, Dept. of Research and 
1151 Taylor Avenue, evelopment, 
Detroit, Michigan. Mine Satet Appliances Co., 

S. W. Gurney, Braddock, Thomas & Meade 
Liberty Mutual Insurance Streets, 

Company, Pittsburgh, Pennsylvania. 


J. J. Bioomrie.o, 
Sanitary Engineer, 

















@ A high potency vitamin prophylactic against winter in- 
| fections, Strasco Special Vitamin Tablets are being used by 
leading industrial plants throughout the country. Pleasantly 
| flavored with oil of cloves, these tablets are void of the ob- 
jectionable fish taste and no regurgitation follows their admin- 
istration, One tablet per day gives the employee 15,000 
U. S. P. Units of Vitamin A (about 44% teaspoonsful U.S,P 
Cod Liver Oil) and substantial amounts of Vitamin D, B, 
and Riboflavin. For further information write for folder 
No. 17. 


R. J. STRASENBURGH CO. 


Pharmaceutical Chemists Since 1886 
ROCHESTER, NEW YORK 








THE TABLET MADE ESPECIALLY 


FOR INDUSTRIAL USE 











| Soothing and Stainless 
| '  =CAMPHO-PHENIQUE 


Applied to minor cuts and burns, 
scratches, and skin abrasions, pro- 
vides a pleasing anal- 
gesic and antiseptic ac- 
tion. 


CAMPHO-PHENIQUE 
Liquid @ Powder @ Ointment 

















JAMES F. BALLARD, INC. 


700 N. Second St. St. Louis, Mo. 








{NB PRINCIPLE IN PREVENTIVE TECHNIC 
Eugenic Creme 


Because of its ability to quickly reduce surface tension, 
Eugenic Creme actually breaks down the seminal fluid, and 
allows the active ingredients of the Creme to achieve maxi- 
mum results. So rapid and effective is its action that labor- 
atory tests show it to produce complete immotility within 
10 seconds. Since it does not liquefy or run at body tem- 
peratures, it both pleases as well as protects your patients. 
Write for a free sample and the latest D & C Booklet. 


Tested in the Labor- 
atory—Proven in Vivo 













Sold Through Accredited Surgical 


D&C 





% DIAPHRAGM & CHEMICAL CO. fF 


6512 S. ASHLAND AVE 


FROM LABORATORY REPORT 
“Complete immotility of the spermatozoa 
was observed within ten seconds from 

the time fluid was mixed with 
the Eugenic Creme.”’ 










A 
Prescription 
Product 


FREE SAMPLE 


Dr. 


Supply Dealers 


Address 


CHICAGO, ILL one ete 
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analyses; personal protective equip- 
ment; ventilation; and plant sur- 
veys of industrial processes and op- 
ei1ations. Members of the class will 
be awarded certificates upon suc- 
cessfully completing the course, for 
which there are no formal entrance 
requirements. 


POLYTECHNIC INSTITUTE OF BROOK- 
LYN, Brooklyn, New York, Depart- 
ment of Chemical Engineering, is 
offering a new course in Industrial 
Hygiene to be given for the first 
time the second semester of this 
present year by Dr. Moskowltz, 
Senior Chemist, Division of Indus- 
trial Hygiene of the New York State 
Department of Labor. A study is 
made of toxic substances, their oc- 
currence in industry, presence in at- 
mospheric contamination, and esti- 
mation; as well as their recovery, 
removal, and prevention. Metallic 
and non-metallic hazardous ele- 
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ments and their compounds; toxic 
inorganic and organic gases, vapors, 
and dusts; organic solvents; contact 
irritants; and radioactive substances 
will be considered in relation to 
personal health and protection of 
workers, operating methods, venti- 
lation, and control. The course will 
include lectures, demonstrations 
with modern equipment for analysis 
and control, selected readings, prob- 
lems in design and operation, and 
reports on specific processes and 
industries. 


Irem: “The insistence of the 
United States Trucking corporation 
that a truck driver involved in five 
accidents in the last year have his 
eyes examined led to a strike of 300 
union drivers last Friday, it became 
known today when the company 
filed a $100,000 damage suit against 
local 807 of the International Broth- 
erhood of Teamsters, an A. F. of L. 
affiliate.” —Chicago Tribune. 


Institute of Industrial Medicine and Industrial Hygiene 


—Annual Meetings of the American Association of Industrial 
Physicians and Surgeons and the American Industrial 
Hygiene Association, Pittsburgh, May 5-9, 1941— 


HE Twenty-Sixth Annual Meet- 
ing of the AMERICAN ASSOCIA- 
TION OF INDUSTRIAL PHYSICIANS AND 
SuRGEONS, and the Second Annual 
Meeting of the AMERICAN INDUS- 
TRIAL HYGIENE ASSOCIATION, to be 
held at the William Penn Hotel, 
Pittsburgh, Pennsylvania, May 5-9, 
1941, will comprise a post-graduate 
Institute of Industrial Medicine and 
Industrial Hygiene, in which engi- 
neers, physicians, surgeons and in- 
dustrial hygienists will find an 
abundance of instructive papers and 
discussions on all medical and engi- 
neering phases of employee health 
protection. The general program, 
by days, is summarized as follows: 

Monpay, May 5: 

A series of important dry clinics 
in Industrial Medicine and Surgery 
will be held at Pittsburgh’s Mercy 
Hospital. JoHN P. GRIFFITH, M.D., 
Chairman of the hospital clinic 
committee and Professor of Sur- 
gery, School of Medicine, University 
of Pittsburgh, will be in charge. 
One of the high lights of the day 
will be a consideration of diagnosis 
and treatment of various “Indus- 
trial Backs’; another will be a dis- 
cussion of pneumonia and its treat- 
ment with special reference to the 
use of some of the newer drugs, 
such as sulphathiazol. 


TUESDAY, May 6: 
The Hon. Cornetius D. SCULLY, 


Mayor of Pittsburgh, will welcome 
the delegates. Other addresses of 
welcome will be made by FREDERICK 
Jacoss, M. D., President, Allegheny 
County Medical Society; and J. T. 
SHAw, Secretary of Health, Com- 
monwealth of Pennsylvania. Re- 
sponse will be made by DANIEL L. 
LyncH, M. D., President of the 
AMERICAN ASSOCIATION OF INDUS- 
TRIAL PHYSICIANS AND SURGEONS, and 
Mr. WARREN COOK, President, IN- 
DUSTRIAL HYGIENE ASSOCIATION. 

Dr. LyncH will make the presi- 
dent’s address after which the fol- 
lowing subjects will be presented 
and discussed: 

“Practical Results of Periodic 
Physical Examinations,” by A. J. 
KAMMER, M.D., Medical Director, 
Inland Steel Company, Indiana 
Harbor, Indiana. 

“Relation of Trauma to Disease” 
by A. H. COLWELL, M. D., Associate 
Professor of Medicine, School of 
Medicine, University of Pittsburgh. 

“Contact Dermatoses” by W. H. 
Guy, M.D., Professor of Dermatol- 
ogy, School of Medicine, University 
of Pittsburgh. 

Tuesday afternoon will be de- 
voted to presentations and discus- 
sions of “Sequelae of Head Inju- 
ries”; “Trauma Other Than Frac- 
tures”; “Mental Hygiene in Indus- 
try”; and “Evaluation of Circula- 
tory Function in Extremities.” 
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Individual group conferences will 
be held on Tuesday evening. 


WEDNESDAY, May 7: 

The morning will be given over 
to recent research on such subjects 
as carbon monoxide poisoning; ef- 
fects of radiation from an ophthal- 
mologic viewpoint; and various as- 
pects of industrial lead exposures 
and industrial lead poisoning. 

Tuberculosis problems will be the 
main topic of discussion in the af- 
ternoon, including engineering pre- 
ventive methods in the control of 
tuberculosis; other methods of pre- 
vention and control; and discussions 
of bacteria in the air and problems 
of disinfection and ventilation. 

A banquet will be held in the 
evening at which principal speaker's 
will be Dr. IRvING ABELL, Chairman 
of Health and Medical Committee, 
Federal Security Agency, discussing 
the role of industrial medicine and 
hygiene in national defense; and 
V. O. KnupsEen, Dean of the Grad- 
uate School, University of Califor- 
nia, Berkeley, speaking on “Noise 
and Hearing.” 

TuurRsDAY, May 8: Industrial ven- 
tilation problems will be considered. 
Subjects to be discussed are: control 
of gases, vapors and fumes; electro- 
plating operations; air borne in- 
fections; radiant cooling; and also 
studies of recent dust determination 
methods including concentration and 
free silica content. 

Industrial hygiene dust studies 
are scheduled for the afternoon. 
This will include investigations in 
the chrome brick industry; lead and 
zinc mining, copper refining; and 
Fuller’s-earth as a cause of pneu- 
moconiosis. Papers will also be read 
on particle sizes of dusts as found in 
various industries; animal and 
petrographic studies on talc dusts; 
and silicosis among naval foundry 
men. 

Thursday evening’s session in- 
cludes miscellaneous subjects: a re- 
view of industrial hygiene progress 
during 1940; claims of industrial poi- 
soning; medicine and engineering 
evaluation of exposures in the syn- 
thetic sausage and casing industry; 
sampling and determination of alde- 
hydes; and the absorption and elim- 
ination of noxious vapors. 

FrIpAY, May 9: The morning ses- 
sion includes a report on dermatitis 
control in a mass production indus- 
try; sporotrichosis as an occupa- 
tional disease among florists; com- 
mon solvent exposures; electric arc 
welding; gases, fumes and vapors 
from coated welding rods; trends 
in occupational disease; and eye 
protection in industry. 

The Institute concludes its sym- 
posiums, in the afternoon, with dis- 
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cussions of controlled radium haz- 
ards; phosphorus toxicology; bio- 
chemistry of carbon bisulfide; new 
synthetic chemical; toxicity of 1-1 
Dichlor-1-nitro-ethane; toxicity of 
methyl] silicate; toxic effects of ani- 
mals of methyl, ethyl, and butyl 
methacrylates. 


American Conference on Industrial 
Health 


A* A meeting of the Board of Di- 
rectors of the AMERICAN CoN- 
FERENCE ON INDUSTRIAL HEALTH, 
held on Friday, February 7, the fol- 
lowing officers of the Conference 
were elected for the year 1941: 


President— 
Dr. VoOLNEyY S. CHENEY. 


First Vice-President— 
Dr. Epwarp C. HOLMBLAD. 


Second Vice-President— 
Dr. FREDERICK SLOBE. 


Treasurer— 
Dr. HAROLD VONACHEN. 


Secretary— 
Dr. JAMES VALENTINE. 


Executive Director— 
Dr. C. O. SAPPINGTON. 


Executive Secretary— 
Mr. ARMOUR G. PARK. 


The AMERICAN CONFERENCE ON 
INDUSTRIAL HEALTH was recently in- 
corporated under the laws of the 
State of Illinois, with the following 
objects and purposes: “to provide 
an organization, not for pecuniary 
profit, in which all agencies and so- 
cieties, both medical and lay, con- 
cerned with the problems of indus- 
trial health can hold membership 
and can meet together in conference 
for the study, discussion and careful 
consideration of all industrial 
health problems and procedure; to 
engage in scientific research to de- 
termine the cause, nature, preven- 
tion and cure of diseases and in- 
juries of occupations; to assist in 
establishing and supervising indus- 
trial health clinics to serve small 
industries, to establish and main- 
tain hospitals which will furnish fa- 
cilities for the care, treatment and 
study of occupational injuries and 
diseases; to make surveys of indus- 
trial medical services and recom- 
mendations for their improvement; 
to solicit, receive and administer 
funds for any purpose that will ad- 
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patients in general practice. 





Trial sample 
with literature. 








BEDFORD SPRINGS 


HVC has enjoyed the confidence of the medical profession for 
over seventy years and continues in demand. The reason for 
this popularity we believe must lie in the facts that this long 
tested preparation has real merit and that it has always been 
handled ethically. 


HAYDEN’S VIBURNUM COMPOUND 


is a reliable Antispasmodic and Sedative which often prevents 
loss of time from work and saves valuable hours not only for 
women patients in gynecological conditions but also for male 
Try it for its antispasmodic effect 
in cases of cramps or gastritis. 


HVC contains Viburnum Opulus, Dioscorea Vil- 


Send for losa, prickly ash berries, alcohol and aromatics 


but no hypnotics. For quick and best results HVC 
should be taken in hot water, slightly sweetened 
to taste with sugar. 


NEW YORK PHARMACEUTICAL CO. 


Sole makers of HVC for over seventy years. 
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vance and/or improve industrial 
health; to establish undergraduate 
and/or post-graduate courses in in- 
dustrial medicine and surgery and/ 
or to cooperate with medical schools 
and industries in maintaining such 
courses; and to use all those means, 
which from time to time, may seem 
to it wise, for the advancement and 
improvement of industrial health.” 

The headquarters of the CONFER- 
ENCE are at 540 North Michigan 
Avenue, Chicago, Illinois. 





Coming 


R. CLAY RAY MURRAY ’S pa- 

per “Correlation between Frac- 
ture Treatment and Fracture Path- 
ology,” which was presented by Dr. 
Murray at the dinner in his honor 
given by the CENTRAL STaTes Soci- 
ETY OF INDUSTRIAL MEDICINE AND 
Surcery, at the Winter Clinical Ses- 
sion on December 6, 1940, will be 
published in full text in an early 
issue of INDUSTRIAL MEDICINE. 


A full abstract of the proceedings 
of the Third Annual Congress on 
Industrial Health will appear in IN- 
DUSTRIAL MEDICINE for March. 





Was > 
MEAT 37 FAG 
. %, BEGINNING with January, 1941, 
INDUSTRIAL MEDICINE is indexed in 


INDUSTRIAL ARTS INDEX. 





WORKERS WHO See 


e USE MORTON’S SALT TABLETS @ 
Morton Salt Co., Chicago, Illinois 
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Plastic Surgery and Repair 
—With Particular Reference to the Repair of Cutaneous Defects of the Hand— 


MicHaet L. Mason, M.D., F.A.C.S., 
Chicago 


tic surgery and particularly so when it is ap- 

plied to the surgery of the hand. In a sense, 
almost any surgical procedure upon the hand is 
plastic surgery since there is scarcely any part 
of the body where failure to follow recognized 
surgical principles may so compromise the ulti- 
mate function. The incisions for drainage of in- 
fections must be made not only with a view to 
obtaining adequate drainage but also to leaving a 
scar which will heal without leading to sensory 
loss or cutaneous contracture. Granulating areas 
following burns, wounds, and infections should be 
covered as soon as the surface is clean so as to 
minimize not only the danger of infection but also 
the subsequent scarring and deformity. The acute 
injury requires particular care since the surgeon 
desires not only that the wound will heal quickly 
and without infection but likewise that the patient 
be left a useful functioning hand. 

I shall not attempt to cover the whole field of 
plastic surgery of the hand but shall confine my- 
self to one particular aspect of it; that is, the uses 
of and indications for skin grafts. We may divide 
the indications for the repair of cutaneous defects 
into three large categories depending upon the 
type of surface with which the surgeon has to 
deal; First, indications arising in the immediate 
care of open injuries in which the surgeon is con- 
fronted with an open wound which cannot be 
closed by suture; second, large granulating areas 
such as are left by burns and the sloughing of 
cutaneous tissues from injury or infection; and 
third, raw dissected areas produced surgically for 
various indications to be discussed more in detail 
later. 


| IS difficult to define exactly the field of plas- 
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Immediate Injuries 
HE use of skin grafts following cleansing and 
debridement of the open wound is indicated 
when closure by suture is impossible. This pre- 
supposes, of course, that the wound has been seen 
sufficiently early to permit primary closure; that is, 
within six to eight hours. Without in any way en- 
couraging the needless sacrifice of skin it is my feel- 
ing that the surgeon who can remove and apply a 
razor graft is not so likely to take chances with 
devitalized flaps or to try to suture skin edges 
under great tension across a defect. There are 
many reasons for obtaining primary closure of a 
wound, and these become the indications for pri- 
mary skin grafting. The convalescence is appre- 
ciably shortened since there is not the long delay 
of spontaneous epithelization. The scar and con- 
tractures which follow healing of large raw granu- 
lating wounds are minimized by dressing the 
wound with skin and obtaining healing by primary 
intention. The danger of secondary infection is 
appreciably diminished, and the fluid losses which 
occur from any raw surface are immediately con- 
trolled. Postoperative dressings are reduced in 
number and are of no more inconvenience to the 
patient than the dressing of a sutured wound. 
The graft most frequently applicable in the 
fresh injury is the thick split graft or graft of 
intermediate thickness which may be removed in 
almost any desired size. It may be used to cover 
small defects such as traumatic amputations of 
the finger tips (Fig. 1). Here, the volar surface 
of the forearm is a convenient donor site from 
which sufficient skin may be taken with a sharp 
scalpel. These small amputation stumps, because 
of the central bony core and the firmness of the 
tissues, can seldom be sutured and take weeks to 
heal if they are left open. Similarly, other small 
defects (Fig. 2) which the surgeon may be tempt- 











Traumatic amputation of finger tip may be 
covered immediately with a split graft taken from 
volar surface of forearm 


Fig. 1. 


ed to close under tension or simply allow to heal 
without closure may be quickly dressed with a 
small graft and primary healing obtained. 

Large areas as well may be immediately covered 
with a thick split graft (Fig. 3). Here, the thigh 
serves as donor site, and sufficient skin can be 
removed to cover most of the hand. This is a 
particularly valuable procedure when extremely 
large areas are denuded, and the only other re- 
course would be the use of a pocket flap. To 
leave such wounds open to granulate and become 
infected has no justification whatever. They must 
eventually be covered with skin if the hand is to 
be restored to use, and the quicker this skin can 
be applied the better. 

The free full thickness or Wolfe graft is not often 
used in immediate injuries. It requires almost 
ideal conditions for growth and is best used only 
on freshly dissected surfaces. However, I have on 
occasion applied these grafts to open wounds fol- 
lowing cleansing and wound excision and have 
obtained good healing. The advantage of the free 
full thickness graft is that the transplanted skin 
is thick and tough and produces an ideal surface. 
However, the intermediate thickness razor graft is 
almost as good and is more easily handled. 

Pedunculated flaps are occasionally needed in 
the fresh wound. When bones, joints, and tendons 
are exposed, one can not expect the free grafts 
to take, and here a graft carrying its own blood 
supply must be used. The pedunculated flap, 
however, is not an easy graft to raise and adjust, 
and if it is to be transferred at once, it must have 
a generous pedicle in order that it may survive. 
It is preferable to raise pedunculated flaps in sev- 
eral stages previous to their application to permit 
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the development of a good blood supply in the 
pedicle. In case of the fresh wound, these pre- 
liminary operations are not possible. However, 
occasionally a flap is needed (Figs. 4 and 5). It 
should have a generous pedicle and must not be 
cut too thin. Small pedicled flaps form excellent 
covering for finger tips when a good deal of bone 
is exposed. They can be raised from the opposite 
side of the chest and the arm adequately im- 
mobilized in plaster so that after a few days it is 
not necessary to confine the patient to bed. In 
cases in which large flaps are needed, it is best to 
use pocket or double pedicled grafts to insure ade- 
quate blood supply. 

It is my practice to allow the flap to remain 
attached to its pedicle for at least three weeks and 
then detach it all at once. If there has been a 
reaction or if there has been some circulatory dis- 
turbance in the flap, it may be wise to wait four 
weeks before detaching it. Detaching in stages in 
order to encourage the development of a good 
blood supply is seldom necessary and is somewhat 
hazardous in that a low grade infection may de- 
velop. 

At times, a flap or other graft may be applied 
with safety several days after an injury. This 
should not be done as a routine procedure but 
should be reserved for those cases in which, for 





Crushing injury of hand with compound 


Fig. 2. 
fracture of thumb and devitalization of skin over 
dorsal surface of distal and middle phalanges of 


index finger. Immediate cleansing of wound and 
primary closure by suture and, on the index finger, 
by skin graft. A, B, and C—wound at time of ad- 
mission. D—at time of first dressing two weeks 
after primary care. E—three months after injury 
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some reason, primary grafting has not been feasi- 
ble. As a rule, if the wound cannot be grafted at 
once, it is best to wait until a good clean granulat- 
ing bed has developed. 


Granulating Surfaces 


URNS are the most frequent source of granu- 
lating surfaces which require skin grafting. 
While it is obviously impossible to cover a burn 





Fig. 3. Traumatic amputation of index, middle 

and ring fingers through the metacarpus and of 

little finger through base of middle phalanx. Wound 

cleansed and debrided and covered immediately 
with a split graft 


with skin at once, the surgeon should make every 
effort to do so as soon as possible. The local treat- 
ment of burns should be so carried out that areas 
of skin which have been completely destroyed are 
grafted at the earliest possible moment. Careful 
cleansing of the burned area and removal of blebs 
and charred tissues followed by a sterile non- 
adherent and non-irritant pressure dressing (omit- 
ting tannic acid or other chemicals) will permit 
earlier skin grafting than any other method of 
burn therapy I have so far used. When the sur- 





Fig. 5. Traumatic amputation of radial half of 

distal phalanx of right index finger. Treated by 

immediate application of pedunculated flap from 

anterior chest wall on opposite side. A and B—im- 

mediately after injury. C and D—one month after 
injury 


geon receives the burn in a late stage and there 
are grossly infected granulations, some time must 
be spent in local care to get the surface clean 
enough to allow skin grafting. The infected 
granulating surfaces usually respond quite rapid- 
ly to ordinary cleanly care and pressure dres- 
sings. It is my practice to dress the granulating 
surfaces once, or occasionally twice, daily; re- 
moving gently any necrotic bits of tissue; and 
cleansing the surrounding skin carefully with 
soap and water. The granulating area is then 
cleansed with boric acid or sterile salt solution 
and a single layer of fine meshed gauze is laid 
over it. The whole area is then covered with a 
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voluminous pressure dressing made up of fluffed 
gauze and sea sponges wrapped on snuggly. Un- 
der this regime, granulating areas rapidly become 
red and healthy and as soon as they do so, they 
should be grafted. 

If the burn has been present for a long time 
and the patient is worn out and depleted by in- 
fection and fluid and protein loss, this aspect of 
the problem must also receive consideration. Lib- 





Fig. 4. Crushing wound of hand with loss of skin 

over entire dorsum and heads of second, third and 

fourth metacarpals. Treated by immediate applica- 

tion of pedunculated flap. Photograph of hand one 
and one-half years after injury 





Fig. 6. Mangle burn of right hand. A—photo- 

graph of infected granulating wound at time of ad- 

mission one month after injury; sloughing extensor 

tendon visible. B, C and D—wound after tempo- 

rary closure with split grafts. E, F and G—the 

split graft has been excised and replaced with a 
free full thickness graft 


eral diet, high protein and vitamin intakes and 
transfusions are indicated. 

The thick split grafts removed in large sheets 
from abdomen or thighs are used to cover the 
granulations. If the area is of long duration and the 
granulations quite heavy and underlaid by a thick 
scar bed, it is often well to shave them down with 
a razor or sharp knife before applying the graft. 
Usually, however, if there has not been too great 
delay between injury and skin grafting, the skin 
is applied directly to the granulations which have 
been kept flattened and healthy by the pressure 
dressings. 
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If the grafting can be done early, the initial 
thick split graft is all that is needed. If, however, 
the area is of weeks’ or months’ duration and a 
great deal of scar has formed, or if other plastic 
procedures such as nerve and tendon repair are 
required, the initial graft will have to be removed 
and replaced by some other more suitable one. 
However, the first indication is to obtain closure 
with skin. The free full thickness graft or pe- 
dunculated flap cannot be applied to granulating 
areas. However, as soon as these areas are well 
healed by thin grafts (Fig. 6), they can be excised 
and another more suitable graft applied in a 
sterile field. 

It is desirable to keep a burned area splinted in 
a position of function during healing so as to 
minimize contractures which occur about joints 
and throughout the burned area. However, there 
is nothing to be gained by persisting in this splint- 
ing and by stretching granulation tissues for weeks 
or months hoping to prevent contracture while 
awaiting spontaneous epithelization. The longer 
the area is left open and the more the tissues are 
torn and fractured by stretching, the greater will 
be the scar; and when skin eventually grows over 





Fig. 7. Roentgen dermatitis of right hand treated 
by wide excision and the immediate application of 
a split skin graft 


it, the contracture will still be present only much 
worse. If early skin grafting can not be done, 
much less scar and contracture result if healing 
is allowed to take place and the condition is cor- 
rected by skin grafts later. 

Occasionally large granulating surfaces follow 
the sloughing of skin from over crushing wounds. 
As soon as these areas can be cleansed and clean 
healthy granulation obtained, they too should be 
covered with split grafts even if later pedicled 
flaps or full thickness grafts are needed. 

Infectious processes such as, for example, car- 
buncles or microaerophilic streptococcal infection, 
or other types of infectious gangrene of the skin, 
may lead to loss of skin over smaller or larger 
areas. Such surfaces may be covered with split 
grafts and healing appreciably shortened. While 
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most surfaces left by a carbuncle usually cover 
over rapidly as soon as the infection has been 
brought under control, some of them are very 
large, and the use of a graft is indicated. The raw 
surfaces left by infectious cutaneous gangrene are 
always susceptible to reinfection, are usually quite 
large, and grafting is imperative. 


Fig. 8. Dupuytren’s contracture. The palmar 

aponeurosis was completely excised. A small skin 

graft was necessary in order to obtain closure of 
the palm without tension 


Freshly Dissected Surfaces 


N THE course of operations on the hand, the 

surgeon often is left with a clean or relatively 
clean freshly dissected surface which cannot be 
closed by suture. In such cases, he must have 
recourse to some type of skin graft. The type of 
graft used will depend upon a number of factors; 
such as, the possible degree of contamination pres- 
ent, the circulatory conditions of the bed, the 
structures exposed, the need for reparative pro- 
cedures under the graft, and the use to which the 
grafted surface will be put. 

The skin may be the site of an extensive tumor 
or other disease which must be excised. The re- 
moval of large angiomatous tumors or epithelio- 
mas may leave defects in the skin which may be 
covered at once with split skin grafts. In the 
treatment of irradiation dermatitis (Fig. 7) and 
the carcinoma which is frequently associated with 
it, it is necessary to remove the whole of the in- 
volved skin back into good healthy areas. 

In the case of carcinoma or irradiation dermati- 
tis, the element of chronic infection must be taken 
into account. The infection lies quite deeply in 
the tissues and is probably partly accountable for 
the pain often characteristic of the lesions. Where 
large ulcerative areas are present, it is advisable 
to spend several days before operation in cleans- 
ing the hand and reducing the infection. The 
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hand may be placed upon a splint and dressed 
twice daily with moist dressings to promote drain- 
age. If the infection is of any severity, warm 
moist packs may be of advantage. With the sur- 
face as clean as it can be made, a careful excision 
is performed, taking pains to prevent contamina- 
tion of the surrounding skin with secretion from 
the surface of the ulcer. Split grafts serve the 
purpose very well and it is surprising how well 
the graft of intermediate thickness replaces ex- 
cised palmar skin. If the element of infection is 
not great or is absent, one may use a free full 
thickness graft which produces a better surface 
and a more pleasing cosmetic appearance. 

With irradiation injuries on the dorsum of the 
hand, particularly if the extensor tendons and 
bones and joints have been exposed, a flap is often 
necessary. A pocket flap serves the purpose very 
excellently and may be used to cover the dorsal 
surfaces of several fingers as well as the entire 
dorsum of the hand. 

In the correction of Dupuytren’s contracture, the 
surgeon will often find that the skin is so involved 
in the process that excision of larger or smaller 
areas is needed (Fig. 8). Defects of this type 
occur especially in the palm in the region of the 
distal palmar crease and on the volar surface of 
the fingers where the fascia is quite close to the 
skin and is attached to it by numerous vertical 
fibers. The vitality of the skin in such areas is 
seriously impaired, and when the underlying 
fascia is excised is likely to be entirely avascular. 
Such skin as well as that inseparably attached to 
the contracted finger must be removed, and the 
resultant defect covered with a graft. If careful 
removal of the palmar fascia is performed and 
care taken to leave subcutaneous fat and areolar 
tissue over exposed tendons, vessels and nerves, 
an immediate skin graft has excellent chances of 
surviving. My own choice is for a free full thick- 
ness graft which can be taken from the patient’s 
forearm if the defect is not too large, otherwise 
from the inner surface of the thigh or lower 
abdomen. 

Burn scars and the contractures associated with 
them form one of the most frequent indications 
for skin grafting in surgery of the hand. Some of 
the worst contractures which are seen in children 
follow burns of the hands which have been treated 
for long periods of time by persistent efforts at 
forced mechanical correction without any attempt 
at covering them with grafts. The scars may in- 
volve any area of the hand, but a great number 
of them affect the palm (Fig. 9) where they lead 
to flexion contractures of the fingers and thumb. 
The dissection of such contracted areas requires 
time and patience. Nerves and blood vessels 
should be identified and freed and pains taken to 
see that fat or fascia is available to draw over 
them before applying the graft. Dissection must 
be done in a bloodless field secured by means of a 
blood pressure cuff to facilitate identification of 
important structures. 

The free full thickness graft, cut to exact size 
of the defect, is of the greatest value here. It 
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should be sutured accurately in place after all 
bleeding has been controlled, and the large pres- 
sure dressing applied before the blood pressure 
constriction is released. The hand should be 
placed upon a splint with the fingers and thumb 
in the corrected position and the dressings left 
undisturbed for a period of nine or ten days before 
the first dressing is done. At the first dressing the 
grafted area is exposed, but the hand is not re- 
moved from the splint; a few of the sutures may 
be removed, and the pressure again applied. Tae 
remainder of the sutures may be taken out at the 
second or third dressing. The pressure is kept 
up for a minimum period of three weeks after 
operation. If there are areas of the graft which 
have not taken or where healing is slow, pressure 
is maintained until healing is complete. 

Even in burn scars of many years’ duration, 
correction is often possible despite the fact that 
fingers and thumb have been held in flexion. It 
may not be possible at operation to obtain com- 
plete correction of the contracture because of 
shortening which may have taken place in unin- 
volved structures. However, it has been our ob- 
servation that this element of the contracture can 
be markedly improved if not entirely corrected 
by proper splinting later. The splint which was 
applied after operation may be fitted with straps 
so that the patient can remove it, and this can be 
worn for several weeks or longer after the hand 
has healed. At first the splint is worn continu- 
ously, being taken off once or twice daily when 
the hand is washed, soaked and massaged for 15 
to 30 minutes in warm soapy water. Later, it is 
worn at night only far several weeks and finally 
when the maximum correction has been obtained, 
it is entirely discarded. 





Fig. 9. Scar contracture of right and left palms in 
a boy eight years of age subsequent to steam pipe 
burn at the age of nine months. The right hand 
corrected first, and then later the left hand, by ex- 
cision of scar and free full thickness skin graft. 
A—photograph of hands before operation. B— 
photograph of hands five months after operation 
upon right hand and two months after operation 
upon left hand 


In case of burn scars in which tendons and 
bones are directly exposed by removal of the 
scar, it may be necessary to make use of pedun- 
culated flaps. This is particularly true of burns 
on the dorsal surface where the tendons are al- 
most always involved in the contraction. 

Congenital deformities, particularly web fing- 
ers, require skin grafting for their correction. 
Despite the great number of ingenious procedures 
recommended for swinging flaps in the repair of 
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web fingers and the beautiful drawings which can 
be made of them, the attempt to separate such 
fingers without having recourse to skin grafts is 
almost invariably doomed to failure. The worst 
instances of this type with which we have been 
called upon to deal have been those in which a 
previous operation has been done and closure by 
suture attempted. Invariably, the web reforms, 
and the suture lines on the fingers are converted 
into contracted scars. In dissecting out such webs 
the surgeon should pay particular attention to 
nerves and blood vessels which also may be fused 
as well as the skin or bone. Because of this, it is 
also well in cases with multiple webbing not to 
separate all the fingers at once but to correct the 
condition in several stages so as not to endanger 
the circulation. 

The free full thickness graft is indicated here. 
An exact pattern of the defect is cut somewhat in 
a butterfly shape and accurately sutured into 
place. A splint is needed here also, not only to 
keep the hand quiet but to keep the fingers widely 
separated until healing has taken place. 





Fig. 10. Burn of wrist with destruction of median 
nerve and flexor tendons. Area first covered with 
split grafts, later replaced by pedunculated flap 


preliminary to nerve and tendon repair. A—after 
split graft. B—after application of pedunculated 
flap. 


It not infrequently happens that the correction 
of a disability of the hand requires the preliminary 
application of a pedunculated flap before other re- 
pair can be undertaken (Fig. 10). This is par- 
ticularly true in cases where a cutaneous con- 
tracture is associated with nerve and tendon in- 
jury, and a dense scar covered with thin skin lies 
over the divided structures. It would be impos- 
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sible to repair the nerves and tendons without first 
replacing the scar with skin and subcutaneous 
fat. To raise a flap of poorly vascularized skin, 
attempt tendon and nerve repair beneath it, and 
suture the scar back over the operation site in- 
vites disaster. It is necessary in such cases first 
to replace the thin contracted skin with a pe- 
dunculated flap. After this flap is well healed, 
further plastic procedures may be accomplished 
beneath it. 

I prefer to raise pedunculated flaps in stages 
previous to transferring so as to be insured of a 
good blood supply. The size and shape of the flap 
is determined, and the hand laid across the thigh 
or abdomen to determine a location where it will 
rest easily. This determines the site from which 
the flap may be raised. The previously deter- 
mined pattern of the proposed graft is laid on this 
site, and the flap outlined, paying especial atten- 
tion to the anatomic blood supply of the area. 
The flap is then partially raised by dividing it 
along one or two sides and separating it for one- 
third to one-half of its area from its bed. If the 
required graft is very large, one-third of it is 
raised at the first stage. After raising it is allowed 
to fall back on its bed and sutured. Ten days to 
two weeks later it is raised again; this time it may 
be entirely raised except for its pedicle and su- 
tured back as before. If the flap is very large, it 
may be raised in three or four stages before the 
hand is placed under it. 

After transference to the hand, the flap is left 
attached to the recipient site for a minimum pe- 
riod of three weeks. If there has been some dis- 
turbance, it may be wise to wait four weeks before 
dividing the pedicle. The raw surface left on the 
donor area following transference of the flap 
should be closed by split grafts. 





Mazxillo-Facial Injuries 


—Important Considerations— 


JAMES J. Ivory, D.D.S.., 
St. George, Staten Island, New York 


HE high speed of present-day travel is re- 
sponsible for the ever increasing number of 


severe crushing injuries of the face and 
jaws. The final results obtained in these cases is 
dependent upon early recognition and efficient 
treatment. 

The importance of a thorough examination in 
all cases of traumatic injuries of the face cannot 
be over-emphasized. Frequently circumstance 
does not permit of a very thorough roentgeno- 
graphic examination owing to the difficult posi- 
tion necessary to procure a good picture, therefore 
great caution should be exercised to prevent frac- 
tures from being overlooked. As these patients 
are usually first seen by the general surgeon this 
matter becomes his responsibility. Close col- 
laboration with the oral surgeon in all of these 
cases is of the utmost importance, as he can usual- 
ly detect fractures of the jaws and facial bones by 
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inspection and careful palpation. The presence 
of malocclusion, and inability to completely open 
or close the mouth, together with deformity and 
pain, are indicative of fracture. 

If the physical examination reveals a fracture 
the radiographic confirmation may be delayed 
until further recovery has taken place. In the in- 
terim, reduction and fixation may be consum- 
mated. If the radiographic examination reveals 
no fracture, the exercised caution and treatment 
can in no way effect the patient adversely. 

Many facial injuries are accompanied by severe 
shock and intra-cranial complications which de- 
mand immediate attention to save the patient’s 
life. The control of hemorrhage, the establish- 
ment of an unobstructed air-way, and the relief of 
pain constitute the early routine. 

In fracture wounds of the face it is not unusual 
to find foreign particles or spicules of teeth and 
bone. Surgical cleansing of the wound is the first 
step before immobilization of the fracture is at- 
tempted, as infection is the complication which 
stands out pre-eminently in these cases. 

Temporary immobilization with the proper type 
of bandage aids in preventing further injury and 
adds to the patient’s comfort. The four-tail and 
the Gibson bandage are the most satisfactory be- 
cause they create upward traction under the 
mandible. 

The four-tail bandage is as the name implies; 
the ends are split and tied on top of the head, 
causing traction under the chin. The Gibson band- 
age is a modification of the Barton in which the 
turns pass beneath the chin instead of in front, 
and are made secure by several alternating turns 
around the forehead. 

If the patient is seen soon after the accident and 
is in good condition the fracture should imme- 
diately be reduced. However, it is often the safer 
policy to delay the approximation sometimes sev- 
eral days or until it is reasonably certain that the 
strenuousness of the operation will be well en- 
dured. 


ROM the many methods and appliances used 

for the reduction of maxillary fractures it is 
evident that no one appliance is suitable or adapt- 
able to all types of fractures encountered. 

Each case presents different problems and the 
results obtained are in direct proportion to the 
skill of the operator. The treatment consists of 
correcting the facial deformity, re-establishing 
normal occlusion and maintaining the fragments 
in their proper apposition until union occurs. 
Usually perfect anatomical position means a per- 
fect functional result. 

In jaw fractures where there are a sufficient 
number of teeth present inter-maxillary wiring is 
the ideal method of fixation. It affords the op- 
portunity of observing the occlusion during the 
entire process of healing, so that any accidental 
displacement which might occur can easily be 
noticed. 

Inter-maxillary wiring is the fixation of the 
lower to the upper jaw by means of wires fast- 
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ened directly to the necks of the teeth and twisted 
until the teeth are brought into occlusion. The 
ends of the wires are then cut off short and bent 
so as not to cut into the soft tissues. 

Where bone fragments requiring reduction and 
fixation do not have teeth available for wiring, 
other methods have to be resorted to, such as cir- 
cumferential wiring, direct fixation of the frag- 
ments with wire sutures, vulcanite or metal 
splints, and plaster or other head gear with elastic 
traction under mandible. 

Circumferential wiring is a method used to im- 
mobilize fractures of the mandible for patients 
without natural teeth. Wires are passed around 
the body of the mandible and twisted over a 
splint placed on the dental ridge. If the patient 
is wearing a lower denture this may serve as a 
splint. 

Wiring fractured ends of maxillary bones is oc- 
casionally necessary when approximation and im- 
mobility cannot otherwise be secured. Fortunate- 
ly these cases are rare, and almost always a dental 
or interdental splint can be used to better ad- 
vantage. 

Another method once very popular but now 
seldom used in the treatment of fractured jaws is 
the interdental splint. Because of the possibility 
of error in restoring normal occlusion its use is 
generally limited to edentulous cases. Impres- 
sions of both dental arches are taken in plaster 
or compound and the model obtained is sawed 
through the line of fracture. The pieces are ac- 
curately fitted to simulate occlusion and the 
splint is made from this model. The material used 
in the construction of the interdental splint is 
either vulcanite or metal. When there are teeth 
present the splint is held in place in the mouth 
with cement. In edentulous mouths elastic trac- 
tion under the mandible from a plaster head cap 
keeps the interdental splint in place. 

The simplest method of making a plaster head 
cast is as follows: One end of a piece of stockin- 
ette is drawn over the head and brought below 
the occipital protuberance, just above the ears and 
on a level with the zygomatic arches, and about 
an inch above the eyebrows; the other end is tied 
on top and the excess cut off. Four strips of ortho- 
pedic felt six inches long and one inch wide are 
placed vertically on the stockinette, one in each 
quadrant, and held in place with adhesive. A 
three-inch plaster bandage soaked in lukewarm 
water is applied as a head bandage. The hooks 
are cut from ordinary wire coat hangers and are 
incorporated in the plaster, one in front of each 
ear. These are used as traction posts for a piece 
of five-inch rubber dam which goes under the 
chin, creating constant upward pressure. 

A second plaster bandage is applied in the same 
manner and the whole thing finished off with a 
plaster wash. The end of the stockinette is slight- 
ly rolled while the plaster is still soft to insure a 
smooth edge all around. 

Depressed malar fractures may cause perma- 
nent interference with mastication or produce vis- 
ual and ocular disturbances if not properly re- 
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duced. Correction of this condition is best ac- 
complished by elevating the fragments with a 
uterine tenaculum inserted through the soft tis- 
sues of the cheek. This method is simple, causes 
no disfigurement, and the deformity is not likely 
to recur unless the bones are badly shattered. 

Infiltration anesthesia is usually sufficient to in- 
sure comfort in all of these procedures, however 
where there is marked deformity and muscular 
spasm to contend with, general anesthesia is in- 
dicated. The anesthetic of choice is one which 
produces relaxation with relative absence of nau- 
sea. Avertin comes closer to filling these require- 
ments, its comparative safety and the method of 
administration make it ideal for operations about 
the face. 

A suture through the tip of the tongue, long 
enough to draw it forward, improves the airway 
and should be a routine procedure. 

Cleanliness of the mouth at all times is of the 
utmost importance, especially in compound frac- 
tures where the possibility of osteomyelitis is ever 
present. 

It is not necessary to remove teeth to feed the 
patient whose jaws are wired together. There is 
sufficient space behind the last molars to permit 
liquids to be freely taken. A high caloric liquid 
diet should be prescribed and at least six to eight 
ounces taken every two hours. 


ip conclusion it cannot be too strongly empha- 
sized that: 

1. Fractures of the face are not always accom- 
panied by conspicuous deformity. 

2. Malunion, non-union, ankylosis, loss of func- 
tion, and many other serious complications are in 
many cases caused by faulty diagnosis and delay 
in treatment. 

3. In the treatment of fractures of the jaws, bony 
union without disfigurement, good occlusion and 
normal function are the results desired. 

4. Close cooperation between the oral and gen- 
eral surgeons in all injuries of the face and jaws 
is indispensable. 
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Physical Therapy 


—IJndications and Limitations in Railroad 
Surgery— 


K. G. Hansson, M.D., 
New York City 


ODERN transportation has_ increased 
VV enormously during the last 50 years. 

Our railroads have shared in this prog- 
ress of transportation and the necessary in- 
crease in the enterprise, the speed and the 
number of employees have enhanced the ex- 
posure to injuries. It is a great responsi- 
bility that has been added to organized medi- 
cine, and it is our duty to use all our means 
for the benefit of the injured. Among our thera- 
peutics physical therapy has long been used. The 
reports from the Etna Clinic in Syracuse have 
conclusively proved the shorter convalescence 
when such treatment is employed rationally. I 
agree with Dr. Mock who has said that 75% of 
all industrial cases need physical therapy. Fifty 
per cent of these can be treated with application 
of heat, massage and therapeutic exercises; the 
next 25% require some apparatus, such a dia- 
thermy, whirlpool, or ultra-violet radiation, which 
can all be done by the railroad surgeon. Only the 
last 25% require physical therapy methods that 
involve more experience and specialized knowl- 
edge or equipment, such as electrodiagnosis, hy- 
drotherapy, etc. 

It is my privilege to discuss the indications and 
limitations of physical therapy in railroad injuries. 
For this purpose I will try to analyze about 100 
cases that have been referred to me from the New 
York Central. Most of these patients have sus- 
tained their injuries in the performance of rail- 
road work in its various branches. Very few were 
passengers. As you all know the New York Cen- 
tral has an emergency hospital, which is in charge 
of very experienced traumatic surgeons. All my 
patients have been examined and diagnosed by 
one of these surgeons. The patients have been 
treated in the Department of Physical Therapy 
of the Hospital for Ruptured & Crippled under my 


supervision during the last two years. The total 
number of patients was 92. 

Diagnosis Number Diagnosis Number 
Contusion .......... .....68 Dislocations ...... ee ae 
Low back .. es Be ll ee 2 
Practures .........................18 Hien ieection .................. 1 
Lacerations .......................5 Penetrating wound .......... 1 
Sprains . tisciiincan O Swe TE ccc eee 1 
Bursitis .......... ee RL a eee 1 
Amputations 2 Tener. ............ 2 


During this time I only remember one definite 
neurosis. Her name was Sweet William, a disciple 
of Father Divine, and she was optimistic about 
everything except her shoulder. I think this 
speaks well for the efficiency of the staff of the 
emergency hospital. 
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In looking over the diagnosis of these cases it 
was a surprise to find only one palmar infection 
of the hand. This is undoubtedly a tribute to 
early efficient treatment in the emergency hospi- 
tal. 

Most of the fractures were of the wrist and 
fingers. More than one-third of all cases were 
contusions and over one-half of these were con- 
tusions about the shoulder. In fact the upper ex- 
tremities seem to suffer more from our modern 
transportation than the lower extremities. Forty- 
nine patients were treated for upper extremities, 
13 for lower extremities and 20 for injuries to the 
trunk. The arms have to suffer for our facilitating 
the demand on the legs. The time interval be- 
tween the accident and the beginning of treatment 
was as follows: 





MONTH 


Ist 2nd 3rd ist 2nd 3rd 4th 5th 6th 7th 
_ ak = fe ae ae ae ee a 








It is evident that pathologies resulting from 
trauma require a certain period of rest before 
treatment. Fifty-two of our patients were refer- 
red within the first four weeks after the injury. 
However, I also find that 35 patients did not report 
for treatment until the first and second months 
after the accident. I may be wrong in my conclu- 
sion but I have an impression that these late pa- 
tients were treated elsewhere or by themselves at 
home. This is borne out by the fact that the aver- 
age number of treatments among patients refer- 
red one or two months after injury was 18, while 
9.9 was the average number of treatments given 
patients referred within the first two weeks of 
the accident. You may draw the conclusion that 
if you wait four weeks or more before starting 
the treatment it will result in longer convalescence 
and more expense. Also of economic interest is 
the number of treatments given. 





No. of Treatments: 3 6 9 12 15 20 25 30 
1225 11 15 11 7 #4 «7 


Patients 





This table shows that 63 patients received 12 
treatments or less and the average was about six 
treatments. A few years ago I collected 100 con- 
secutive traumatic cases in which the patient paid 
for his own treatments, and compared them with 
100 consecutive compensation cases with similar 
diagnoses. I found that the compensation cases 
received 20% more treatment than the paying 
clinic patients. This was in the golden decade 
of 1920-1930. Large industrial clinics were or- 
ganized for profit rather than cure, and I know 
of one such clinic where one technician treated an 
average of 60 patients a day. 

It is gratifying to testify to the ethical attitude 
the New York Central always has maintained to- 
ward its employees and clearly evidenced by the 
foregoing statistics. 

Some of you may be interested in what form of 
physical therapy has been most useful. To an- 
swer this I present the following table: 
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Heat Massage ~ Diathermy Galvanic- Static Hydro 
Faradic 
71 74 58 14 6 6 
Whirlpool U.V. Exercises 
13 3 


Heat, massage and exercises are the mainstay 
of treatment for railroad injuries. Diathermy is 
the most used electrical modality. This will an- 
swer the question that I meet with so often: “What 
kind of physical therapy should I buy for my of- 
fice?” My answer has always been: “Put your 
money into the salary of a well-trained technician 
and not in apparatus.” 

Far be it from me to give the impression that 
all these 92 patients have been cured by physical 
therapy. I have not been able to follow up ail of 
them. However, my charts show 37 with recovery 
perfectly satisfactory or markedly improved, 48 
improved, and 11 not improved. 

The limitations of physical therapy depend on 
the pathology present. Heat will aid circulation; 
massage will help nutrition tone and elimination; 
diathermy will relieve pain and promote absorp- 
tion; and exercises will restore muscular power 
and joint action. 


Conclusions 


HE principal indications for physical therapy 
in railroad accidents are contusions, sprains, 
strains, and fractures. 

2. Heat, massage, exercises and diathermy are 
the most important treatments for these patients. 
A properly trained technician is more important 
than expensive equipment. 

3. When physical therapy is properly under- 
stood as to its limitations it is a most useful 
agent to return the injured to his occupation, and 
to restore his health. 


Neurosurgical Lesions 


—The Diagnosis and Treatment of Those 
Producing Pain in the Back— 


LoyaL Davis, M.D., 
Professor of Surgery, Northwestern 
University Medical School, 
Chicago 


WOULD like to talk to you for a few mo- 

ments about conditions which produce symp- 

toms which in the past have been occasionally 
given under the loose classification and label of 
sciatica. I do not wish to talk to you about the 
various lesions which produce pain in the back, 
such as the common sacro-iliac strain or arthritis 
of the lumbar or lower thoracic area, but what 
I do wish to emphasize and talk about are patients 
who have pains in the back or pains that radiate 
down into one or both lower extremities, other- 
wise those that have been grouped under the 
rather loose term of sciatica. 
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There is no such thing as sciatica. There is 
such a thing as sciatic neuritis, irritating lesions 
of the sciatic nerve, but that is due to a very 
definite lesion and it does not originate in the 
sciatic nerve itself unless it be due to some toxic 
manifestations. Therefore, for the most part pa- 
tients who have pain which radiates down the 
back of the leg are not the patients who have 
a lesion which is intrinsic within the sciatic nerve. 
The sciatic nerve is being irritated by a lesion 
elsewhere. Again, we do not believe there is 
such a clinical entity as sciatica and consequently 
we would not be among those who would inject 
the sciatic nerve with alcohol or salt solution 
without determining why the patient had pain 
down the sciatic nerve. Then we must find out 
why this patient has pain in the back which ra- 
diates down one or both lower extremities and 
down the posterior aspects of the extremities. 
What are the common causes of such a lesion? 
The most common are lesions of the cauda equina, 
the lower end of the spinal cord, that part of the 
spinal cord which contains the nerve roots which 
originate from the lumbar and sacral segments 
of the spinal cord, that part of the spinal nervous 
system which occupies the spinal canal, the top 
of the first lumbar vertebra. Indeed, the lower 
portion of the cord is surrounded by a large num- 
ber of nerve roots, each of which exits through 
the intervertebral foramen. 

What are the lesions of the cauda equina which 
are common? There are tumors of the cauda 
equina, tumors which originate from these nerve 
roots, always in our experience benign tumors; 
neurofibromas and tumors arising from the men- 
inges surrounding the cauda equina, tumors which 
may be present for a long time because of the 
loose structure of the cauda equina and that do 
not produce a large increase in pressure in the 
canal, therefore the onset of symptoms may be 
slow and very insidious. In addition to tumors, 
there are inflammatory lesion of the nerve roots, 
particularly the membranes surrounding the nerve 
roots, so-called arachnoiditis. In these irritated 
nerve roots pain is produced which is exactly like 
that produced by tumor and other lesions which 
come under the same group. These are the most 
common. Very rarely a large vessel upon one 
of the roots will produce symptoms of caudal 
neuritis which are very difficult to distinguish 
from tumor or inflammatory lesions of the arach- 
noid membrane. That is very rare. For all prac- 
tical purposes all you need to remember is that 
tumor of the nerve roots of the cauda equina 
and inflammatory lesions of the spider-like mem- 
brane which surrounds it are the two most com- 
mon causes of pain in the back which radiates 
down the leg. There are some of you who are 
wondering why I did not mention protruding in- 
tervertebral disk. I will in a moment. 

The most common causes of symptoms produced 
in the back by lesions of the cauda equina are 
tumors of the cauda equina and arachnoiditis. 
What are these symptoms? The patient begins to 
complain of pain in the back. The pain is in- 
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creased on exertion, if he coughs, sneezes or does 
anything that in any way raises his intraspinal 
pressure. He has pain which radiates down the 
posterior aspect of one leg or both legs. The pain 
goes into the buttocks and down the thigh, and 
may involve the knee and the ankle. This pain 
is severe. It is increased by exertion and by 
anything which raises the intraspinal pressure. 
This pain is not relieved by rest in bed or exten- 
sion on the legs. The pain is just as severe in 
bed as when the patient is up and about. If he 
coughs or sneezes while lying down he has pain 
just as severe. This pain is not relieved by plac- 
ing extension on the patient’s leg as is so often 
the pain of sacro-iliac strain. 

In addition to these subjective symptoms these 
patients have definite organic findings, the most 
important of which is diminution of the knee 
jerks and ankle jerks or a complete disappearance 
of them on the side on which the patient has the 
pain. If the pain is bilateral and there is bilateral 
diminution of the knee and ankle jerks, that may 
be the only evidence of involvement of the root 
itself except the pain he has. If the tumor or 
lesion is a destructive one or produces a great deal 
of pain, then the individual has motor or sensory 
symptoms. He has an inability to move the mus- 
cles innervated by the sciatic nerve. He may 
have a complete foot drop, he may have inversion 
or eversion of the foot, depending upon how much 
the sciatic nerve is involved. His sensory loss de- 
pends upon the root involved, but particularly 
there is loss of sensation down the posterior as- 
pect of the thigh and on the posterior aspect of 
the lower leg, corresponding to the lowermost 
segment of the fifth and sixth sensory nerves. If 
the patient has a rather large lesion in the cauda 
equina, he develops saddle anesthesia in which 
the lowermost sensory segments which innervate 
the buttocks are involved. As far as the sensory 
loss is concerned, saddle anesthesia is the most 
pathognomonic sign of a lesion of the cauda equina. 

Those in brief are the symptoms, and if the 
lesion is large, if the tumor is large or the in- 
flammatory lesion of the arachnoid membrane is 
great, the patient may develop bladder symptoms 
rather early. These are usually retention of urine, 
difficulty in starting the stream, or incontinence 
of urine. The rectal sphincter is usually involved 
as is the bladder sphincter. 

Given such a patient who has pain in the back 
and down the back of his leg, with any or all of 
these symptoms present, I feel that even though 
none of these symptoms was present and know- 
ing the patient has only pain in the back and down 
the leg, it is necessary for his physician to do a 
study upon the spinal fluid. Spinal puncture can 
be done at the usual level. If the tumor or lesion 
is above that point, he will find increase in the 
total protein in the fluid; he may find change in 
the color of the fluid—the fluid may be colorless, 
clear, or of a deep yellow color. He will find by 
pressing on the jugular vein and withdrawing the 
fluid a block in the arachnoid space. The diffi- 
culty of depending entirely upon the spinal fluid 
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examination is that sometimes the tumor is rather 
low in the spinal canal. The lesion may be below 
the point of the spinal puncture needle, in which 
case none of these findings may develop. There- 
fore, under these circumstances it is somewhat 
difficult to depend on spinal fluid examination and 
then one must depend on the clinical examination 
for the most part. 

Now we have never felt that the indiscriminate 
use of other diagnostic methods, such as injection 
of lipiodol, was justified in a lesion of the cauda 
equina unless, as you will see later, exploratory 
operation has been decided upon before the lipio- 
dol has been introduced, because it is irritating. 
It is difficult to get lipidol out of the spinal canal 
and there are cases on record in which lipiodol 
has been encysted in the arachnoid membrane and 
a lesion of the cauda equina has been produced 
by the encysted lipiodol. We feel that it is up to 
the physician to rule out, in a patient who has 
pain in the back down both legs, tumor of the 
spinal canal or tumor of the lower spinal cord or 
tumor of the cauda equina. To do that he must 
remember that lesions of the cauda equina pro- 
duce no symptoms of the lower motor neuron, a 
flaccid paralysis of the muscles and loss of re- 
flexes, in contradistinction to tumors higher up 
which produce spastic paralysis and no muscle 
atrophy. 

In addition to these lesions which are definite 
and which have often been overlooked, there are 
those conditions which might better belong to 
bone and joint surgery. I am talking now about 
lesions of the intervertebral disk. To my belief 
these have been confused considerably by the 
large number of cases which have been reported 
in the literature with the symptoms produced by 
protrusion of the intervertebral disk. I think there 
are two clinical lesions, one is rupture of the nu- 
cleus pulposus of the intervertebral disk. Rup- 
ture of the nucleus pulposus produces eventually 
all the symptoms which I have just discussed as 
being due to tumor of the cauda equina, because 
rupture of the nucleus pulposus is a large mass 
which originates and which presses upon the spin- 
al canal from the anterior aspect and can produce 
all the symptoms of compression that tumor of 
the cauda equina within the dura mater produces. 
There is no question about those cases. They 
have loss of reflexes, they have atrophy and they 
have pain. Unless one uses a diagnostic media, 
such as lipiodol or air in the spinal canal, it is 
impossible to diagnose them from intradural 
tumor of the spinal canal or cauda equina. They 
are very definite. They can be demonstrated 
pathologically because when one finally finds a 
tumor of the dura mater, there is a bulging mass 
of dura mater and when the dura mater is split 
the ruptured nucleus simply herniates. High up 
they come out like laminated tissue, like a little 
onion. There is such a thing as a ruptured nu- 
cleus pulposus of the intervertebral disk. 

I am not so sure but we have become a little 
too enthusiastic about attributing every backache 
and every pain in the leg to a protrusion of the 
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intervertebral disk. If you will look through the 
literature you will find in many thousands of 
autopsies protrusions of the intervertebral disk 
are not commonly found. I am talking not about 
protrusion of the nucleus pulposes but simply 
protrusions of the disk which give the symptoms 
I have just described. That they are present I am 
sure, but that they are present as frequently as 
we are led to believe I am not so sure. I think 
we should look at it with a great deal of clinical 
judgment before we decide that every patient 
who has pain has a protrusion of the interverte- 
bral disk. We should look long before we inject 
lipiodol into that man’s spinal canal unless we 
are sure we are going to take it out by operation. 


N a group of patients we have 90% or more 

with inflammatory lesions of the arachnoid 
membrane or tumor of the nerve roots of the cauda 
equina. Of the other patients we may have a 
ruptured nucleus pulposus, but we have a very 
small percentage that we have been able to verify 
by getting the mass out. Others we thought had 
a protruded disk had no result. The pain was 
relieved but it recurred. I think the larger the 
percentage of cases that are studied and the 
longer the period of time, the more apt you are 
to find that is true, that there is a protrusion of 
the intervertebral disk between the vertebrae, 
but they are pathologic. In all cases I am not quite 
sure. I think we should be very careful in our 
diagnosis. Given such a patient in whom we are 
trying to find out whether he has a lesion in the 
cauda equina, if we are unable to make that 
diagnosis definitely we should try to find out 
whether he had a lesion of the intervertebral disk. 
If necessary, and we are sure we are going to op- 
erate on that patient and explore the cauda equina, 
we would put in lipiodol which we would take out 
very carefully. We would take a patient who had 
pain in the back and see whether rest in bed with 
extension would relieve that pain if he had no 
radiation of pain down the leg. If he had radia- 
tion of pain down the leg but none of the organic 
signs, like loss of reflexes, loss of sensation or 
muscle atrophy, we would be very sure he did not 
have a lesion of the cauda equina or a protruded 
disk, but that he had a sacro-iliac strain or ar- 
thritis of the back either of which is usually re- 
lieved by rest and by extension. 

Now these patients with ruptured nucleus pul- 
posus may have a sudden onset following trauma, 
but the lesion may have existed many years be- 
fore they begin to develop pain. When it is pres- 
ent, the symptoms are as definite as those of 
tumors of the cauda equina. Therefore, what I 
have attempted to say very briefly is simply to 
give you our opinion which is that it is the duty 
of the physician to determine the presence of an 
organic lesion within the spinal canal, particular- 
ly within the cauda equina, when the patient com- 
plains of pain in the back which radiates down 
one or both legs. If that patient has no signs of 
an organic lesion, such as loss of reflexes, loss of 
sensation or atrophy, it is the physician’s duty to 
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watch that case because the patient should not 
be simply dismissed with the thought or diagnosis 
of sciatica, because in our judgment there is no 
such thing as a clinical entity known as sciatica. 
This pain is due to irritation of the sciatic nerve 
and that irritation is due to very definite path- 
ology, either an inflammatory lesion or a cauda 
equina lesion. 


Importance of a Medical 


Department 
—in Industry— 


W. M. JEFFERS, 
President, Union Pacific Railroad 


HE physical well being of industrial em- 
ployees has a very practical as well as hu- 


mane value. It is part of the social problem 
of the nation to which industry has been giving 
attention for many years. 

Since my entire working life—now over a half 
century—has been with the Union Pacific Rail- 
road, my contact with industrial medical service 
has necessarily been confined to that particular 
field. However, I am of the opinion that the fun- 
damental benefits, as well as the basic considera- 
tions that underlie the whole program, are the 
same on the railroad as in any other industry. 

In the inception, I believe industry became in- 
terested in medicine for an entirely selfish reason, 
namely, to protect the corporation in the payment 
of damages in the event of an employee being in- 
jured while on the job. 

Later, there came the realization that industry 
received an additional benefit in the form of a 
growing mental contentment on the part of em- 
ployees, and still later, as a result of this situa- 
tion, the realization that humanization of employ- 
ment has a very direct influence upon the success 
of a business venture. 

The natural outgrowth of studies of the prob- 
lem was to go to the prevention of accident in- 
stead of treatment of the patient after the acci- 
dent occurred. Hence, came the growth of the 
safety movement in industry; and the safety 
movement brought into the picture the periodic 
examination of employees to ascertain their physi- 
cal fitness before employment and to care for it 
after the employee got on the payroll. 

In the railroad business, we have the additional 
safety factor of guarding the passenger whose 
purchase of a ticket imposes upon us his safe de- 
livery at destination; and the very latest applica- 
tion of this latter principle is the addition of the 
nurse-stewardess to the train crew, a movement 
in which I am happy to say the Union Pacific Rail- 
road has been the pioneer. 

I hesitate to believe, however, that industry, in 
its first appraisement of the value of providing 
medical treatment of employees, projected the re- 
sulting benefits further than those immediately in 
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sight. Those physicians and surgeons who be- 
came actively engaged in the work soon began to 
visualize other economic benefits. In this cate- 
gory of benefits, as the result of pre-employment 
examination and periodic examination after em- 
ployment, can be cited a reduction in labor turn- 
over, loss of time because of slowing up of pro- 
duction, accident prevention, and the general up- 
building of the morale and loyalty of employees 
and their response to management and discipline. 

I am not familiar with the practice in other in- 
dustries, but in the case of the Union Pacific Rail- 
road, the employee makes a regular monthly con- 
tribution in the form of a payroll deduction to the 
hospital department. This is done not so much 
because of the aggregate sum involved, but be- 
cause it brings home to the employee the neces- 
sity for the care of his health and also to place 
upon him some of the responsibility of taking 
proper care of himself for his personal benefit, for 
the benefit of his employer and for the benefit of 
those who may be dependent upon his earnings. 

It is, of course, hardly necessary to state that 
the medical care and hospitalization made avail- 
able for the employee through this method are far 
less expensive—by reason of the aggregate of his 
small monthly payroll deductions — than would 
be the cost of treatment for almost any serious 
illness or accident he might encounter during his 
working life. 

Success of medicine in industry—and again I 
necessarily use my Own company as the yard- 
stick—depends very largely upon three principal 
factors: 

First, the sympathetic support of the manage- 
ment. 

Second, the wholehearted cooperation and loy- 
alty of the employees, and 

Third, a thoroughly competent medical staff in 
which both management and employees have 
complete confidence. 

On the Union Pacific Railroad, I am happy to 
say, we have this trinity of conditions. 

I am grateful of this opportunity to be before 
you and to pay tribute to the foresight and vision 
of E. H. Harriman, who laid the foundation of 
the humanizing policies under which this railroad 
operates, and to his son, W. A. Harriman, Chair- 
man of our Board of Directors, whose deep in- 
terest in the employee has carried on the work 
established by his father. I am happy to have 
been enabled also to have a part in developing an 
esprit de corps on the Union Pacific which has 
given this railroad an employee relationship that 
has no superior in the railroad industry. 

In the carrying out of these policies, a very 
large part has been played by you men of medi- 
cine and by the quiet and untiring efforts that you 
have contributed in making this success possible. 
These annual gatherings and the discussions that 
distinguish them have developed the remarkable 
progress that medicine can claim and have un- 
doubtedly been the inspiration for the quiet and 
intensive — and oftimes unrecognized — research 
that has made medicine the noble profession it is. 
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Tumors of the Head, Face 
and Neck 


Joun A. Wo trFeER, M.D., 
Chicago 


T MUST be obvious that this is a tremendous 

I subject, so I shall confine my remarks to those 

conditions which have confronted us and with 
which we have had some experience. 

We are all familiar with the very benign seba- 
ceous cyst, yet in recent years we have found 
three such cases which had undergone malignant 
change and in which we had carcinoma on top of 
the sebaceous cyst. We believe that every seba- 
ceous cyst when removed should be examined 
grossly at once and then on section to determine 
whether it is malignant or not. In such cases there 
are certain changes which take place that make 
one suspicious. The patient may have had a small 
tumor present for some time and suddenly this 
tumor may have taken on an alteration in type of 
growth. The tumor, from being smooth and 
doughy in consistency, becomes liquified and blue 
in color; there is blood-stained fluid contained 
within it, and the outer skin is thickened. Rapid 
growth in itself does not mean much. Those 
tumors that are pasty and liquified are suspicious. 
When you open them you will often find on some 
portion of the capsule of the tumor a peculiar little 
excrescence. In every case in which we have 
found this we found that the tumor had undergone 
malignant change. It is also interesting that the 
majority of these were squamous cell tumors that 
metastasize rapidly to the glands of the neck, and 
frequently the first finding is that of enlarged 
glands of the.neck. 


O FAR as tumors of the face and scalp are con- 
cerned, we have two types, the basal cell and 
the squamous cell carcinoma. 

The basal cell tumor is especially interesting 
because so often it follows mechanical injury, 
chronic irritations, application of irritants; it is 
a keratosis that looks not unlike the senile kera- 
toses, and the largest percentage occur above the 
level drawn from each angle of the mouth. The 
ones above this are basal cell carcinoma. They 
start as keratotic areas; the crust is rubbed off and 
then it oozes, then bleeds, ulcerates, and then 
spreads. These almost never metastasize but by 
their erosion of tissue they may lose more tissue 
than in some other type. They may lose an ear or 
an eye or get through the ear into the bone. Those 
tumors occuring around the eye are very danger- 
ous because the eyeball may be destroyed. It is 
very important that these be recognized early, as 
they are very malignant. They do not metasta- 
size and can be cured and should be or they will 
destroy too much tissue. When the process about 
the ear or nose gets into the cartilage it is very 
difficult to cure it except by radical removal. If 
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it has to be excised, it takes away part of the car- 
tilage, and those areas do not respond to radiation 
as the tumor does elsewhere. You can treat 
almost any case of basal cell carcinoma of the face 
and get a good result, but when it involves the 
cartilage of the nose or ear, you may get a good 
result at first but a recurrence later on. There- 
fore, we are having more and more surgical ex- 
cision. There is some question as to whether this 
type of carcinoma is radioresistant or not, but this 
really does not make any difference at all since 
the lesion is accessible and we know it can be 
cured readily without massive doses of radiation. 

As to establishing a diagnosis in the clinic, we 
remove a small portion for microscopic examina- 
tion. Occasionally we find a squamous cell tumor 
and, if so, it is treated with radiation. If these 
are excised, they are excised more widely than the 
basal cell lesions. The most common site is the 
lip. This tumor starts a little differently; it is not 
so characteristic early of a keratosis. It may be a 
papule. It may start in a fissure. It may start as 
an irritation, such as some men get by carrying 
things in the mouth. We have several instances in 
men who have smoked pipes; the tumor appeared 
where the pipe rode over the lip. This type of 
tumor grows more rapidly than the basal cell; the 
ulceration comes more rapidly; there is more in- 
filtration, and it produces in some instances quite 
early metastases. It does metastasize and will kill 
the patient in the course of time if not taken care 
of. 

It is important to know what type of tumor is 
present because it makes considerable difference 
in the treatment. As to treatment of the basal 
cell type, it can be treated with x-ray and radium 
and good results obtained. Because of its acces- 
sibility on the lip or face, you can use superficial 
or contact radiation or x-ray by screening off the 
rest of the body. It can be cured, and it can be 
cured by liberal excision to begin with. 

We are beginning to feel that the tumor surgeon 
must be fundamentally grounded on plastic sur- 
gery. This applies to tumors of the face especially. 
It does no good to be conservative in the removal 
surgically of carcinoma, because, if you are, you 
think you have removed the tumor and you have 
not; you may get very good closure and then the 
tumor recurs. You must do a wide excision and 
often you have to remove so much tissue that you 
have to do something about the defect. 

Recently a woman had a large basal cell car- 
cinoma of the scalp one and a half inches in dia- 
meter that had not responded to radiation. I must 
warn against one thing and that is letting every- 
one treat such a tumor. We never treat a patient 
unless we have accurate knowledge of what the 
treatment was before we started treatment. If 
we know there has been radiation therapy and 
we cannot get information as to the type or amount 
of such treatment, we refuse any more radiation 
because we have seen disastrous results. We had 
one man we treated who went to another institu- 
tion and they started in treating him without ask- 
ing what had been done before. When we saw 
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him next the whole side of the face had fallen 
away. Another man lost the whole lower lip be- 
cause of injudicious use of radiation. Now coming 
back to the case of the defect in this woman, we 
did a wide excision of the ulcer and then applied 
at once a skin graft and put on sponge pressure 
and it was delightful to see that entire graft 
become adherent and close the defect. Within 
three weeks this woman could go around without 
a dressing and had a nice covering of skin. 


SHOULD like now to say a word relative to 

carcinoma of the lip. If carcinoma of the lip— 
and I speak of squamous cell carcinoma now—can 
be recognized before it is larger than 1 cm. in 
diameter, you can cure 90% of them. The only 
way we can offer our patients a high percentage 
of cure of carcinoma of the lip is by early recogni- 
tion of the lesion, and if there is present any ul- 
cerative lesion of the lip we should recognize it 
before it reaches the size of 1 cm. in diameter; 
then we should apply therapy and we can expect 
to offer a 90% cure. It is also interesting that if 
a patient is treated adequately before there are 
palpable glands, not over 20% of such cases will 
develop glands later. Therefore, we are laying 
down this postulate so far as carcinoma of the lip 
is concerned: If a diagnosis is made and the pa- 
tient has early radiation therapy or surgical ther- 
apy and if he has no glands, nothing more is done 
at that time. If he returns with glands of the neck, 
then a dissection of the gland is done on the side 
in which the gland is present. Out of that remain- 
ing 20% who will develop enlarged glands you 
will get another 20% cure, so your percentage of 
cure in these cases should be high, if the condition 
is recognized early. 

When a patient comes in with bilateral adeno- 
pathy and with a large carcinoma, you should not 
give up. You can treat these cases with radiation. 
You can destroy the local tumor without destruc- 
tion of the lip. We feel that if there are bilateral 
glands of the neck, the chance of cure is remote, 
so we must direct our attention to adequate pre- 
liminary treatment before the glands appear. 


S TO salivary gland tumors, there are two 

types, the mixed and carcinoma. Carcinoma 
here is highly malignant. It metastasizes early, 
and in our experience is rather radio-sensitive. If 
you are going to remove such a tumor, it must be 
removed widely. On the other hand, they are 
accessible and subside very early with radiation 
therapy. Our experience has been that they all 
die of metastases. We had one patient who died 
of metastasis to the liver, in spite of the fact that 
he was adequately treated. I mention the mixed 
tumors merely to state that they grow slowly and 
are usually seen in the parotid gland. It is our 
impression that they are potentially malignant 
and, if they are removed, must be removed en- 
tirely and completely at the first time, and then 
you will cure the patient. If incompletely re- 
moved, they will return as a malignancy and then 
you are through. Some of these tumors are radio- 
sensitive and some can be treated by radiation. 
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We prefer to do an adequate and complete re- 
moval of the tumor. 

This brings up the question, what about the 
facial nerves? Some men advocate that these 
should be sacrificed, and yet we hate to do this. 
It is a matter to decide whether the patient should 
live with a facial paralysis or die with a car- 
cinoma. 


N tumors of the neck other lesions have to be 

differentiated, such as tuberculosis, leukemia, 
infections of the lymph nodes, Hodgkin’s disease, 
carcinoma, etc. In dealing with tumors of the 
neck you must determine whether they are tumors 
and whether they are primary or secondary. It 
has been stated that the largest percentage of 
masses in the neck are not tumors but are Hodg- 
kin’s disease or secondary tumors from something 
found in the mouth and usually in the pharynx. 
We have repeatedly seen large masses of glands 
in the neck with primary lesion being carcinoma 
of the pharynx or tongue. The so-called lympho- 
sarcoma is as a rule extremely radiosensitive, and 
all of these we treat with radiation. In Hodgkin’s 
disease we begin with small doses in the hope of 
obtaining some remissions to last over a period of 
years. We have some patients who have lasted six 
years. If you get a long remission the first time, 
the final result is very much better. 





The Management of 
Head Injuries 


Haroip C. Voris, M.D., 
Clinical Professor of Surgery, 
Loyola University, Chicago 


WISH to discuss the treatment of head in- 

juries from the following standpoints: (1) 

Symptomatic, (2) Control of intracranial pres- 
sure, and (3) Treatment of complications, both 
surgical and non-surgical. 


Symptomatic 


IRST and foremost is the treatment of the col- 
lapse (shock) which is so prominent in se- 
verely injured cases. These patients should have 
the head lowered, especially those who are stupor- 
ous or comatose and are vomiting or have consid- 
erable mucus in their upper respiratory passages. 
They should be on the side or face to prevent 
aspiration of mucus or vomitus into the lungs. 
After vomiting has ceased and the patient has re- 
gained consciousness or at least regained his 
pharyngeal and laryngeal reflexes, he may be left 
flat in bed. Most conscious patients (adults) seem 
to prefer being flat with perhaps one pillow, and 
we believe that the preference of the patient may 
well be followed in this respect. 
External heat is of great value in the early care 
of these cases. It is applied on our service in the 
form of a large “heat cradle,” the source of heat 
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being lighted electric bulbs. In cases of severe 
collapse, the patient is immediately placed in one 
of these without any attempts to remove his street 
clothing or to give him a bath. This is important, 
as well-meaning nurses or attendants frequently 
add measurably to the patient’s state of shock by 
unduly exposing him in their effort to remove his 
clothing, bathe him and otherwise “make him 
presentable.” Obviously, if a patient is in shock 
the removal of his clothes and dirt, or even ver- 
min, from his body should be postponed until his 
general condition has improved. One caution must 
be mentioned in connection with the use of ex- 
ternal heat. Patients with brain injury, especially 
children, often have disturbance of their thermo- 
regulatory mechanism. The rectal temperature 
should be taken hourly (every half-hour in chil- 
dren) and as soon as it is over 100° F. the appli- 
cation of external heat should be discontinued. 
Other forms of heat, such as electric pads, hot 
water bottles, etc., are equally efficacious. Some 
require greater caution to prevent burns of an 
unconscious patient. 

Administration of fluid intravenously is often 
not only necessary but also life saving to these 
patients. Obviously, large quantities of isotonic 
fluids should not be given to patients who in many 
cases in a few hours will be liable to an increasing 
cerebral edema. Recent work (Coller and Mad- 
dock, and White, Sweet and Hurwitt) has shown 
the lack of necessity for administration of sodium 
chloride unless there is abnormal loss of it, which 
is rare in these cases. Excessive chloride prob- 
ably will promote development of edema in in- 
jured tissue. For this reason we prefer to admin- 
ister glucose dissolved in distilled water. A 10% 
solution is mildly hypertonic and will at once in- 
crease fluid volume and reduce tissue edema. In 
our experience, 1000 cc. is an ample amount to 
give in :nost cases. 

Stimulants are of value to the patient in marked 
collapse. Caffeine, coramine, strychnin, or even 
powerful constrictors such as adrenalin or neo- 
synephrine are used as indicated. Too rapid an 
elevation of blood pressure during the first few 
hours is to be guarded against, although doubtless 
its danger has been over-emphasized. 

Next to the immediate treatment of the shock 
or collapse, quiet is of the greatest importance in 
the management of a case of head injury. Mani- 
pulation of the patient is restricted to the mini- 
mum required for necessary examination and 
essential nursing care. X-rays are to be postponed 
until the patient is both out of danger and is con- 
scious and cooperative. Attempts to obtain x-rays 
earlier only endanger the life of the patient and 
usually end in failure because of lack of coopera- 
tion. The only exceptions to the rule are occa- 
sional special cases such as compound depressed 
fractures or suspect meningeal hemorrhage, and 
even here they are often better dispensed with. 
Until the patient has recovered from his initial 
collapse, surgical procedures including the suture 
of lacerations, reduction of other fractures, lum- 
bar puncture, etc., must be postponed. 
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Sedatives are necessary in many cases and im- 
perative in some. A wide choice is available. 
Morphine is always contra-indicated at least in 
the early stages. The author considers paralde- 
hyde as the most valuable single sedative in the 
greatest majority of cases. There is a wide margin 
of safety in its use and it is rapidly excreted, so 
that it will not mask developing stupor or coma 
longer than a few hours. For the latter reason 
it has to be repeated every few hours if the rest- 
lessness or delirium persists. It may be given by 
mouth or rectum and repeated as necessary. 

Mechanical restraints are necessary as a pre- 
caution in all cases not constantly attended or 
perfectly conscious, rational and cooperative. 
They are not to be considered as a substitute for 
sedation as the patient who is allowed to thresh 
restlessly in his restraints is harming himself by 
this activity as much as any other. In many cases 
they are a poor substitute for the constant pres- 
ence of a nurse or attendant, and often they in- 
furiate an otherwise tractable patient. They are 
a necessity where constant attendance is impos- 
sible for economic reasons, otherwise many em- 
barrassing or serious accidents will occur. 

The nursing care of patients with head injury, 
particularly those in coma, is of great importance. 
The care of the skin is as important here as in any 
other bed-ridden patient and may be made diffi- 
cult by coma, incontinence and debility. The 
bladder and bowel also require special attention. 
The latter usually receives it because of the im- 
portance of catharsis or enemata in reduction of 
cerebral edema. The bladder may be neglected. 
Voris and Landes have shown by cystometric 
studies that most patients with acute brain injury 
have bladders which empty reflexly with 150 to 
200 cc. of filling. However in contrast to this, 
others have an atonic bladder with no contrac- 
tions with 500 to 600 cc. of filling. Dr. Jerry 
Kearns has pointed out that relatively slight ob- 
struction of the urethra, such as mild prostatic 
hypertrophy or urethral stricture in the male or 
cystocele or rectocele in the female, may prevent 
reflex emptying of the bladder in comatose or 
stuporous patients. Palpation or percussion of the 
bladder alone is not sufficient to determine 
whether or not there is retention; the catheter 
must be used. Cystometry, if available, will give 
exact information on the neuromuscular status of 
the bladder. Constant drainage with an indwell- 
ing catheter, or the use of “tidal-drainage” (Mun- 
ro) is necessary if there is any urinary retention— 
it is often advisable in cases of reflex emptying of 
the bladder to prevent the frequent soiling of the 
bed and consequent maceration of the skin. 

Drainage of cerebrospinal fluid from the nose 
or ears is positive clinical proof of a basal skull 
fracture. Drainage of blood is suggestive, espe- 
cially if from the ears. In the case of either, no 
effort should be made to obstruct it. The only 
exception to this is the occasional profuse nasal 
hemorrhage which may require a pack to control. 
This should not be left in longer than a few hours. 
Any irrigation or mechanical cleansing of the ear 
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or nose is to be avoided. In the case of drainage 
from the nose, the patient if conscious is to be 
cautioned against sneezing or blowing his nose 
A pad of cotton or gauze may be taped loosely 
against the ear or nose to collect draining fluid 
and removed as often as necessary. The patient 
should be kept flat until drainage stops. 


Control of Intracranial Pressure 


EREBRAL injury is inevitably associated 

with at least local edema. It often is associ- 
ated with marked increase in intracranial pres- 
sure. If edema or swelling of the brain is gen- 
eralized, the cerebrospinal fluid is squeezed out of 
the subarachnoid spaces and ventricles and the 
brain presents the appearance of the so-called 
“dry brain” of the pathologist. Obviously, in 
these cases an accurate index of intracranial pres- 
sure is difficult to obtain by manometric measure- 
ment of ventricular or lumbar fluid pressure, 
especially the latter. 

There are three methods available for the con- 
trol of intracranial pressure following acute brain 
injury. The first of these is control of the fluid 
intake. The surgeon must order the amount and 
type of fluids that a patient is to receive, and the 
nurses and house staff must see that he does re- 
ceive it. Obviously, it is necessary that nurses 
keep an accurate record of the patient’s intake. 
A record of output is of great value, but often 
difficult to obtain accurately. We ordinarily limit 
fluid intake to 1200 to 1500 cc. in 24 hours. Con- 
scious patients, of course take this by mouth. 
Unconscious patients or stuporous patients must 
receive fluids by other routes. The intravenous 
method is usually used. As previously stated, we 
do not give saline solution unless positively indi- 
cated, but prefer 5 or 10% glucose solution in 
distilled water. Patients who are comatose more 
than three days should have nasal feedings of a 
high caloric and high vitamin liquid diet. Nasal 
feedings also provide for administration of drugs, 
cathartics, etc. 

Dehydration of a patient may be actively ac- 
complished when indicated by saline cathartics, 
saline enemas, or the intravenous administration 
of hypertonic solutions. The first two are so well 
known as to hardly need comment, but it might 
be remarked that the rectal administration by 
the drip method of 200 to 400 cc. of a 50% solution 
of magnesium sulphate will often be as efficient 
in the reduction of increased intracranial pressure 
as the administration of 100 cc. of 50% sucrose 
intravenously, and will be a great deal less drastic 
from the standpoint of effect on the circulatory 
system. 

The intravenous administration of hypertonic 
fluids is of great value in many cases of brain in- 
jury, and is very disappointing in others. Ob- 


viously this method requires an intact local circu- 
lation in order for it to work and of course the 
local circulation is more or less impaired at the 
site of cerebral contusion or laceration. Five hun- 
dred to 1000 cc. of 10% glucose, or 200 to 400 cc. of 
25% sucrose, or 50 to 100 cc. of 50°% sucrose are 
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the concentrations and amounts most frequently 
used. Fifty per cent sucrose is very strongly hy- 
pertonic and is to be used with corresponding cau- 
tion. 

Drainage of cerebrospinal fluid by spinal or ven- 
tricular tap is a method of treatment concerning 
which there has been a great deal of dispute. 
Again it is a method of great value in certain 
cases, disappointing in others and at times posi- 
tively dangerous. The danger would seem to be 
principally that of producing a herniation of the 
cerebellar tonsils into the foramen magnum or of 
the hippocampal gyrus into the incisura tentorii 
because of marked increase in intracranial pres- 
sure and relatively low cerebrospinal fluid vol- 
ume. Ventricular drainage which is of such great 
value in certain cases of intracranial tumor has 
had little trial in cases of brain injury. It cer- 
tainly deserves further trial. Cisternal puncture 
will always be contra-indicated where lumbar 
puncture is in cases of head injury. If there is 
danger of a herniation at the foramen magnum, 
cisternal puncture is dangerous if not impossible 
because of the obliteration of the posterior cistern 
by the prolapsed cerebellum. 

Our attitude toward these methods can be best 
shown by the fact that out of 1394 cases treated on 
the neurosurgical service at the Cook County Hos- 
pital, only 231 were treated with intravenous ad- 
ministration of hypertonic solutions, with a mor- 
tality for the group of 37.2%. Forty-five were 
treated with lumbar drainages (receiving at least 
two) with a mortality of 17.8%. Another group 
of 102 patients received both forms of treatment 
with a mortality of 344% (Table 1). The mor- 


TABLE 1. 
RESULTS OF TREATMENT BY 
C.S.F. Drainage and Hypertonic Fluids 


Mortality 
Treatment Living Dead Total Rate 
C.S.F. drainage alone... 37 8 45 17.8 
Hypertonic fluids alone 145 86 231 37.2 
C.S.F. drainage and 
hypertonic fluids ......... 67 35 102 34.4 


tality rate in these groups is not a fair criterion of 
the efficacy of the two methods for these were 
selected cases and spinal drainage was not used on 
many of the desperately injured patients who did 
receive intravenous hypertonic solutions. 


Treatment of Complications 


HE treatment of complicated cases naturally 

resolves itself into the treatment of surgical 
and non-surgical complications. The indications 
for operative treatment may be briefly listed as 
(a) compound depressed skull fracture, (b) cer- 
tain simple depressed fractures, and (c) extra- 
cerebral hematomas. Compound depressed skull 
fractures are to be operated on with debridement 
and primary suture within the first eight to 10 
hours if the condition of the patient permits. 
Otherwise, the wounds are to be left open or 
loosely approximated, and allowed to heal by sec- 
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ondary intention. The fracture then may be ele- 
vated as an elective procedure if this is indicated. 
Unfortunately, if the wound becomes infected in 
the presence of comminuted fragments of bone, 
an osteomyelitis will usually result, and often 
meningitis or brain abscess. 

The elevation of a simple depressed fracture is 
almost always an elective procedure and should 
be delayed until the patient is out of danger. 
Rarely it may produce local neurologic symptoms 
or more rarely increased intracranial pressure, 
and require early elevation. Many depressed 


fractures cause no symptoms and may be left. 


alone. It is our practice to elevate those in the 
frontal region for cosmetic reasons and those near 
the motor area because of the frequency of post- 
traumatic epilepsy associated with depressed frac- 
ture. 

Extra-cerebral hematoma, especially extra- 
dural, is of course an indication for operative in- 
terference. We have already called attention to 
the futility of operating on the acute subdural 
hematoma, although occasionally a case is bene- 
fited. It appears that subdural bleeding sufficient 
to produce a hematoma large enough to cause 
pressure symptoms is almost invariably associated 
with severe brain contusion or laceration. Chronic 
subdural hematoma develops slowly with a 
gradual onset of symptoms. Associated brain in- 
jury is usually slight and the patient has ample 
time to recover from it before evidence of his 
hematoma appears. The operative results are cor- 
respondingly good. 

The diagnosis of an extra-dural hematoma in a 
typical (so-called) case should be easy. This is 
due to the fact that there is no severe associated 
brain injury and therefore the classic “lucid in- 
terval” is present. Then, too, there is an uncom- 
plicated development of localizing signs. Unfor- 
tunately, the “typical” cases are in the minority 
as associated brain injury of considerable severity 
is often present. Thus patients are stuporous or 
comatose from the onset and localizing neurologic 
signs due to brain injury may be present from the 
onset. Then, too, the development of localizing 
signs may be masked in whole or part by pre- 
existing coma. Careful watch must be kept on 
all comatose or stuporous patients for the deepen- 
ing of coma and the appearance of new localizing 
signs, or of signs of increasing intracranial pres- 
sure. 

Since acute brain injury can and does often 
simulate the picture of a progressive lesion, an 
exploratory burr-hole under local anesthesia 
must often be resorted to. 

I do not consider decompression to be of thera- 
peutic value per se in cases of brain injury. First 
of all, no matter how skillfully performed it can 
only add to the trauma and edema already pres- 
ent. Secondly, it has been my observation in 
performing routine decompressions in cases of 
inoperable brain tumors that it requires several 
days to a week before adjustment of intracranial 
contents to the decompression takes place and 
sign: of clinical relief as cessation of headache and 
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vomiting and recession of papillo-edema appear. 
Obviously, a therapeutic procedure offering such 
tardy relief will be of little value in the treatment 
of acute brain injury. 

The most important non-surgical complications 
that we have to deal with are meningitis, toxic 
psychosis, pneumonia and cardiovascular and 
renal disease. The new methods of chemotherapy 
have in our hands, as in others, greatly reduced 
both the incidence and mortality of intracranial 
infection. Toxic psychosis when associated with 
head injury is exacerbated by dehydration of the 
patient. It is essential to push fluids on these pa- 
tients and to give ample sedation. At times some 
sedatives, especially the barbiturates, have a toxic 
effect and may add to the confusion and delirium. 
Where the vital centers (cardiovascular and res- 
piratory) seem intact we may make an exception 
to our usual rule and use morphine as a sedative. 
It is also our impression that spinal drainages, 
especially where fluid intake is kept high, are of 
value in treating these cases. Needless to say, 
they are performed only with the patients under 
ample sedation. 

During 1939 there were 1394 cases of head in- 
jury admitted to the neurosurgical service of the 
Cook County Hospital. Table 2 gives the results. 


TABLE 2. 
RESULTs IN 1394 Cases or HEAp INJuRY 
Admitted to Cook County Hospital During 1939 


No. of Per Cent 

Results Cases of Total 
Recovered a 1111 79.7 
Disabled ... niiicoitgibilacais a a 91 6.5 
Dead . SOE eee . 192 13.8 
Within 6 hours after admission... 45 3.3 
Over 6 hours after admission 147 10.5 


The disabled group includes only those patients 
who left the hospital with a neurologic defect that 
was expected to be permanent. Table 3 shows the 
distribution of cases by decades with mortality 
rates. This table shows strikingly the importance 


TABLE 3. 
DISTRIBUTION OF CASES BY AGE 
Total Mortality Rate 
Ages Cases Recovered Dead Per Cent 
10-19 53 51 2 3.8 
20-29 178 165 13 7.3 
30-39 279 257 22 7.9 
40-49 282 254 28 9.9 
50-59 266 231 35 13.2 
60-69 153 127 26 17.0 
70-79 79 36 10 21.7 
80-89 14 10 4 28.6 
Unknown 123 71 52 42.3 
Total 1394 1202 192 13.8 


of the age of the patient in determining his 
chances for recovery. Many other authors have 
commented on this. 

Necropsies were performed by Dr. J. J. Kearns, 
the coroner’s physician, in 74 cases, or 38.5% of 
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the deaths. Table 4 gives what was considered to 
be the principal cause of death in these cases. It 
has already been noted that in 21 cases (28.4%) 
of the necropsies, the principal cause of death was 
due to miscellaneous associated injury or disease. 
A large group of cases (25.7%) had subdural 
hematomas. These were practically all of the so- 
called acute type. In another paper I have called 
attention to the high operative mortality in acute 
subdural hematomas, and to my belief that only 
the occasional case of this group should be treated 
surgically. 


TABLE 4. 
NECROPSIES PERFORMED IN 74 CASES 
(38.5% of Total Deaths) 


Necropsy Findings Number Per Cent 
Extradural hematoma ........................ 8 10.8 
Subdural hematoma .......................... 19 25.7 
COOPORPAL TRCOPARIOM. «......cccesccncscccciss.cs 26 35.1 
Miscellaneous associated 

injuries or diseases ....................--.-+- 21 28.4 
Without Skull Fracture .................... 29 39.2 
Win Geull Fracture ........................ 45 60.8 


The mode of injury is of considerable interest 
in dealing with cases of head injury. Table 5 
shows that the cases can be divided into four al- 
most equal groups, one injured by automobile 
accidents, another by some form of assault, an- 
other by falls, and a fourth by miscellaneous or 
unknown causes. The high percentage injured by 
falls speaks for a high percentage of alcoholism 


= 


TABLE 5. 


Mone or INguRY 
No. Per Cent 
Automobile ......... 346 24.8 
en 346 24.8 
ae 347 24.9 
TE LAL EOE REEL 56 4.0 
a 299 21.5 
PEER eee 1394 100.0 


Total . 


and syncopal attacks; the high percentage injured 
by unknown causes includes a large group of cri- 
tically injured cases who were picked up by the 
police and brought in without any history. 

Seven hundred and ninety patients suffered as- 
sociated injuries to other parts of the body, often 
multiple and most frequently the face, extremi- 
ties and chest. Table 6 gives the detailed figures 
for the location of these injuries. 


Summary 


GE seems a very important factor in deter- 
mining survival. 

2. Associated injury and disease are also impor- 
tant factors in determining survival. This is 
especially true in the older age groups. 

3. Surgery should be performed in a compara- 
tively low percentage of cases of head injury. 
Acute subdural hematoma has a high surgical 
mortality, and only the rare case of this group 
should be operated on. Chronic subdural hema- 
toma is a much more favorable lesion from the 
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surgical standpoint and operation is always indi- 
cated in these cases. 

4. Watchful conservatism gives the best results 
in the management of head injuries. Supportive 
treatment, enforcement of rest, and careful nurs- 
ing care and observation pay high dividends. 











TABLE 6. 
790 PATIENTS WITH ASSOCIATED INJURIES 
RR eee aC ne ree ev ee Sea eee ee eee 528 
NN 321 
= RUSTE RE AIRE SSSA DE SSIE eRe COE ae Pee Ui OE NE sw 132 
ESR EP Se oe are Se EA oe eee EO Coe eRe 33 
en I  scginheiiaadeianlibebdie 26 
EERE ETI er Oven ee Pm rene ET OE Ray EN Sr 19 
RII IIIT atchchchicesicictekec nn kadeeniadsrinstaeessaingasabeatbndhiiadibepaaeiseassiicetteas 3 
IN ONE oa tneciaciinisssctinnipictnnihiniapbaadasespaibeaeuaaaiesiinnia 1 





5. Special methods of reduction of intracranial 
pressure are of value in selected cases. Their rou- 
tine use is to be condemned. 

6. Approximately 40% of cases dying of head 
injury have no demonstrable skull fracture at 
necropsy. This shows the absurdity of relying on 
the presence or absence of fracture of the skull in 
determining prognosis or treatment. 
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Central States Society 


—Proceedings of the Annual Winter Clinical Ses- 
sion of the Central States Society of Industrial 
Medicine and Surgery, St. Luke’s Hos- 
pital, Chicago, December 6, 1940— 


HE Annual Winter Clinical Session of the 
CENTRAL STATES SOCIETY OF INDUSTRIAL MEDI- 
CINE AND SURGERY was held on Friday, De- 
cember 6, 1940, at St. Luke’s Hospital, morning 
and afternoon sessions, and an evening session at 
the Palmer House, with a dinner in honor of the 
guest speaker, Dr. CLay Ray Murray, who spoke 
on “Correlation between Fracture Treatment and 
Fracture Pathology.” The program follows: 


pas JAMES A. VALENTINE, M.D., presided at the 
sessions, and Dr. ROLAND A. JACOBSON was the Pro- 
gram Chairman. 
“Pathological 
Hospital Staff. 


Conference”—EpwIn HrirscuH and the 
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“Spondylolisthesis’—-FREMONT CHANDLER, Asst. Prof. 
Orthopedic Surgery, Northwestern University. 

“Mental Conditions Associated with Trauma”—ROLAND 
P. Mackay, Assoc. Prof. Neurology, University of Illinois. 

“Spinal Cord Injuries’—Wes.Ley A. GusTaFson, Neuro- 
surgical Dept., University of Illinois. 

“Hernia in Industry”—Witt F. Lyon, Asst. Prof. Sur- 
gery, University of Illinois; Chief Surgeon International 
Harvester Co. 

“Causes of Impaired Union in Fractured Hips”—GEorGE 
L. APFELBACH, Clinical Prof. Surgery, Loyola University. 

“Traumatic Lesions of the Genito-urinary Tract’— 
Harry Cutver, Assoc. Prof. Urology, Northwestern Uni- 
versity. 

“Industrial Dermatitis, Diagnosis, Scope and Preven- 
tion”—CLEVELAND J. Wuite, Asst. Prof. Dermatology, 
Northwestern University. 

“The Silicosis Problem after Eight Years of Medical 
and Engineering Control”—A. O. SANDER, Milwaukee, and 
H. E. Davis, Northwestern University. 

“Open Reduction Treatment of Fractures”—JAMEs A. 
JACKSON, Jackson Clinic, Madison, Wisconsin. 


Morning Session 
HE first number on the morning session was a demon- 
stration of cases in a pathological conference given by 
Dr. Epwin Hirscu and the Hospital Staff. 

Among these was one of carcinoma of the large bowel 
with metastates, and also a case of gall-bladder stones 
followed by abscesses and infection after draining. 

The postmortem record of the hospital for November 
showed 25 deaths and 16 postmortems, or 64% postmor- 
tems done; up to the time of the meeting, the records 
showed eight deaths with a postmortem record of seven, 
or 90% postmortems. 


R. FREMONT CHANDLER, in speaking on the sub- 

ject “Spondylolisthesis,” said that this disease was an 
old entity, first being known in the late 18th century. 
The original etiology was attributable to injury. In con- 
nection with the presentation, the anatomy of the verte- 
bral column was reviewed by lantern slides and also by 
various diagrams, particularly with reference to the rela- 
tion of the pedicle to the processes. 

The mechanism of the production of this condition 
tends to slip the last lumbar vertebra forward and down- 
ward, according to the degree of angulation. A very fine 
demonstration was given of a model showing the point of 
separation. Various theories were also illustrated. 

With respect to x-ray evidence, the lateral view is most 
significant to show the type and amount of separation. 
Occurrence is mostly at the level of the fifth vertebra, 
although sometimes above. This is accompanied by a 
prominent bulging at the end of the spinal crease. 

In attempts at remedying the defect, the first fusion 
operation was done in 1914 by Ryerson. At first in the 
study of this condition it was thought that it occurred 
only in females, but now it occurs in greater numbers in 
males and is known to have occurred in children. 

The incidence is approximately 3.5 to 4%; Willis has, 
in fact, shown that there is an incidence of 3.8% in the 
number of skeletons which he has examined. 

An examination of 150 infants has failed to reveal the 
occurrence of the fracture. 

In treatment, one should build up the strength of the 
area. In the use of operative measures, fusion gives 
symptomatic relief and immobility. 

In the discussion, it was stated that only one segment 
should be included in the graft. Slipping process is so 
slow that no neurological symptoms occur. Most cases 
occur early in life. There is always a question of whether 
there is a fracture or separation. Probably early changes 
weaken the structure so that it easily fractures or sepa- 
rates at a later period. Statistically, probably 80% pre- 
exist and 20% occur as traumatic cases in adult life. 


R. ROLAND P. MACKAY, in discussing “Mental Con- 
ditions Associated with Trauma,” stated that his dis- 
cussion would be limited to the psychotic states and to 
those which follow head injuries. There are what are 
known as primary conditions which are directly due to 
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brain injury and secondary conditions in which paresis 
or alcoholic delirium are precipitated by head injuries. 
The incidence is higher in males, and more severe in 
those of advanced age, probably because of the factors of 
arteriosclerosis and instability. 

The mildest types are the so-called ordinary concus- 
sions, in which there is a recovery after unconsciousness 
without permanent effects. 

An example of the story of Gene Tunney was cited in 
which there was an amnesial period following the se- 
vere bumping of heads in a boxing bout. 

In the severe states, the depth of unconsciousness is the 
criterion for prognosis — meaning the depth and dura- 
tion of coma. Such persons may go through a so-called 
“occupational” delirium, repeating occurrences to which 
they are accustomed in their various jobs. Some have 
no memory of what has transpired, although they may 
act naturally. There may be some disorientation and in 
such instances the imagination fills in the spaces with 
weird stories accompanied by mood changes. 

The prognosis varies greatly—it is better in children 
and young adults, and worse in alcoholics. There are 
great differences in mental compensation. 

Regarding treatment, the less one does in acute cases, 
the better. Sedatives should be avoided in psychotic 
conditions. Separate rooms are advisable, if possible; 
no restraint should be used. It is much better to make 
use of hydrotherapy, such as the continuous hot bath or 
cold packs. If drugs must be used, paraldehyde by 
mouth is preferable. Ample fluids should be used, after 
the danger of cerebral edema is past—in this respect, 
orange juice is desirable. 

Most persons have postural headaches and postural 
vertigo. There is poor concentration of the mind. The 
scalp shows variable paraesthesias. The pressure seems 
to be in the back portion of the head. Individuals are 
irritable and impulsive. It is fairly easy to label the 
malingerers. 

But there is a typical story and the subjective experi- 
ence is quite important. There are compulsive ideas. 

In the post-traumatic headache, one can use pheno- 
barbital in small doses. 

Sometimes an encephalogram causes a_ remission of 
symptoms. 

Trauma may precipitate paresis and thus a painstaking 
examination must be done. Alcoholism may cause hal- 
lucinosis, although the subject may have been normal 
before the injury. 

Injury may also precipitate schizophrenia or manic 
depressive psychosis. Such cases are difficult to evalu- 
ate. 

In the discussion with reference to football injuries, it 
was pointed out that if temperature and orientation are 
what they should be, the man may play again; but if he 
is a repeater and has peculiar personality, it is doubtful 
whether he should go back into the game. The dis- 
cussion also included points regarding differentiation 
between malingering and real cases in accidents. It was 
especially emphasized that if complications are really 
going to occur, the psychotic symptoms follow fairly 
immediately. 


R. WESLEY A. GUSTAFSON presented a paper on 

“Spinal Cord Injuries.” The most mobile parts of 
the spine are the cervical region, the llth and 12th 
dorsal and the Ist and 2nd lumbar, the degree of mo- 
bility being in the order listed. In a series of 400 cases, 
70% of the fractures were in the cervical region and 
10% in the thoracic and lumbar regions. 

Injuries may be of several types: (1) the disc may be 
moved forward and this may occur unilaterally or bi- 
laterally—the cord damage is variable; (2) there may 
be crushing fracture of the bodies of the vertebrae; and 
(3) there may be a combination of fracture and dis- 
location. 

In concussions and contusions, there may be residual 
neurological findings; there may be bleeding around the 
cord; there may be hemorrhage into the cord; or there 
may be herniation. 
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In consideration of cord injuries resulting from frac- 
tures or dislocations, a diagram was used to indicate the 
nerve supply and the various lesions. 

In primary treatment, attention should obviously be 
given to shock. In the primary examination, the im- 
portant thing is the sensory examination. If sensory 
reaction remains intact, with respect to 3rd, 4th and 5th 
sacral, there is no transverse lesion. When acute flexion 
of the great toe on the sole is complete, there is not a 
complete lesion. 

Later, complete examination may be made after trans- 
port which must be careful, as 70% of the fractures are 
in the cervical region. The head should be supported by 
the use of long boards which act as a splint for the 
entire body. X-rays should be taken without moving or 
manipulating the head. Probably it is best to transport 
the injured person while lying on the abdomen and 
chest. 

When in the hospital, further care of shock should be 
given and the spinal fluid should be examined. 

A lantern slide was shown depicting the recent appa- 
ratus devised for the purpose of exerting traction on the 
head while patient is in bed. This is probably best 
supplied for the first 24 to 48 hours. If then there is 
still evidence of spinal block, the spine should be fixed 
and decision made on further treatment. 

Another method used for traction is the use of a halter 
and cast, on which is exerted pressure up to five pounds. 

In the dorsal region the fractures are usually com- 
pression fractures in type and may occur with cord 
damage. In the lumbar region, because of the anatomi- 
cal differences, evidence of a compression fracture indi- 
cates a laminectomy. 

The complications are usually severe and among them 
occur bedsores and bladder paralysis. 

With reference to bedsores, an air or water mattress 
should be used if there is anesthesia. 

In bladder paralysis, the Monroe apparatus was dem- 
onstrated on a patient. Using this apparatus, a cysto- 
metric reading of the bladder is first done and the appa- 
ratus is then set to keep volume at about 300 to 400 cc. 
(at about a rate of 30 drops per minute). This con- 
tinuous drip consists of a 1 to 20,000 permanganate solu- 
tion, which builds up the pressure and can be read on a 
manometer. Automatic emptying occurs at the proper 
time in a syphon bottle. The bladder tone is thus pre- 
served. 

In closing, it has been found that occupational therapy 
is very valuable for these patients. 


R. WILL F. LYON spoke on “Hernia in Industry.” 

The prevailing tendency in medicolegal cases is not 
to compensate for hernia as frequently as formerly. 
The Ontario Commission has studied the problem seri- 
ously and has deleted hernia from the list as an accident. 
Ohio has been turning down about 75% of the claims. 
Probably Illinois and Wisconsin are as lenient as any 
state. 

There is no doubt that indirect hernias represent a 
persistence of the peritoneum. 

In an experience of 20 years, comparing large rings 
with small rings, the incidence of hernia was identical. 
It is to be borne in mind that palpation only gives the 
condition of the external rings and by the time the bulge 
reaches that structure, there has long since been a 
hernia. 

The essayist does not agree with those who believe 
that applicants with large rings should be turned down. 
The trouble comes not from accepting those with hernia, 
but accepting those who do not have hernia. The speaker 
has not seen a strangulation as an accident, when a 
hernia was demonstrated at the time of employment. 

Big hernias have been observed in heavy laborers 
without the use of a truss, but big hernias do not really 
make trouble. 

A hernia is a benign condition and does not necessitate 
an operation unless it troubles the man. When operation 


is considered, one must fulfill the requirements of a low 
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mortality in previous operative experience, and chance 
of good repair. 

The experience does show that multiple recurrent sacs 
of the cord occur. 

A summary of the repair in five different classes of 
hernia was given: (1) in the simple indirect and in- 
complete hernia one should do high ligation and secure 
a snug ring; (2) in a complete hernia, one should change 
the hernia to a simple indirect one and do a hydrocele 
operation; (3) in the direct inguinal hernia, one must do 
a repair of the defect and ordinarily it is not necessary 
to open the peritoneum; (4) in the femoral hernia, the 
inguinal ligament should be cut to reduce the hernia 
and afterward should be sutured; and (5) in the so- 
called “sliding” hernia, one should open the sac where 
the bowel is not adjacent and be very careful of freeing 
the bowel,-——if there is difficulty or bleeding, the first 
third should be turned down and the pursestring put in 
and the second third treated accordingly, etc.,—this is a 
safe way to dispose of any hernial sac. 

With reference to other points, Dr. Lyon believed that 
it was best to do a herniotomy under local anesthesia 
because there are fewer recurrences and the mortality 
is lowest; repair is made with silk or some nonabsorbable 
suture; it pays to scarify the inguinal ligament by gauze 
before suturing. 

Only a few hernias are well held by trusses in active 
workmen—usually the truss is more detriment than help. 
It can, however, be a help if it is properly fitted and kept 
in place. 

The essayist did not do the injection type of hernia, 
because he felt that he could not appraise conditions 
which can only be found by operative technique. 


Afternoon Session 


R. HARRY CULVER discussed “Traumatic Lesions of 

the Genito-urinary Tract.” Space will only permit of 
consideration of two types of traumatic lesions of the 
urethra; (1) the so-called straddle injury and (2) in- 
juries associated with fractures of the bony pelvis. 

The male urethra is divided into the anterior and 
posterior urethra by the urogenital diaphragm or tri- 
angular ligament; this likewise separates the site of 
trauma in the two above mentioned types of lesions, the 
anterior urethra being involved in straddle injury and 
posterior urethra in injuries associated with a fractured 
pelvis. 

The straddle injury of the male urethra is produced 
by direct sudden force applied against the perineum 
usually caused by the patient falling astride some fixed 
object resulting in various degrees of injury. If urina- 
tion is not interfered with and the bleeding is not severe, 
no intra-urethral manipulation is indicated but morphine 
to control the pain, ice packs over the perineum to con- 
trol hemorrhage, are all that is necessary. Eventually 
incision and evacuation of perineal clots may be neces- 
sary. If bleeding is profuse and a catheter can be passed 
it should be left indwelling as a means of controlling 
hemorrhage. Obviously if there is a retention of urine 
and no catheter can be passed, or if bleeding is too pro- 
fuse to be controlled by catheter or external pressure, 
surgical intervention is indicated and should always be 
done by perineal incision. By evacuating clots, removing 
fragments of devitalized tissue, ligating bleeding points, 
attempts should be made to find the deep end of the 
traumatized urethra. If this cannot be readily done it 
is much better to do a cystotomy and retrograde 
catheterization than to unnecessarily prolong a futile 
search in the perineum. In either event the bladder is 
drained through a perineal catheter and perhaps a sec- 
ond catheter is placed from the meatus, pulled through 
into the bladder and the perineal would is closed loosely. 

With the interference in urination following trauma 
resulting in fracture of the bony pelvis similar degrees 
of trauma are encountered as in the first class; i.e., there 
may be slight injury but no interference with urination 
nor any important bleeding. This naturally calls for no 
local treatment at this time. However, the trauma may 
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be very slight but urinary retention shortly supervenes. 
The passage of a soft rubber catheter is then attempted 
and if it stops in the region of the urogenital diaphragm 
no further attempt should be made (stiff catheters and 
metal catheters are to be condemned). Inability to go 
beyond the urogenital diaphragm makes for the neces- 
sity of a surgical procedure and in this instance should 
always be started suprepubically. The bladder should 
be opened and the traumatized urethra brought in line 
by means of two sounds, one passed from the meatus 
and one retrograde from the bladder; the one from the 
outside is gradually worked into the bladder and used 
as a guide for an indwelling catheter which is brought 
out with it. This catheter acts as a splint for regenera- 
tion of the traumatized urethra as well as a fixing struc- 
ture to hold the two layers of the triangular ligament in 
proper alignment. The bladder is closed with drainage 
and perivesical drainage as well. The inlying urethral 
catheter is the last thing to be withdrawn and that never 
before 12 to 14 days. 

It should not be necessary to mention that any trauma- 
tized urethra should have the benefit of intermittent 
soundings over many months and sometimes years to 
prevent the formation of traumatic stricture which in- 
variably follows. Too frequently is the site of the trau- 
matic lesion neglected and the only surgical treatment 
at first is suprapubic drainage. This makes for profuse 
scarring at the site of the lesion with permanent dysfunc- 
tion of some of these structures. Repair of the urethra 
should not be neglected longer than a two week period. 


ly: CLEVELAND J. WHITE presented the subject “In- 
dustrial Dermatitis, Diagnosis, Scope and Preven- 
tion.” One has to decide whether the lesions presented 
for examination are industrial, whether there is a tumor 
present, or whether there are acniform lesions. 

A number of very fine lantern slides, some in color, 
were used to demonstrate the different types of lesions, 
among which were a fungus infestation on the dorsum of 
the hand, allergy due to dust and feathers, arsenical 
keratoses, milia albicans, lichen planus, psoriasis, oil 
dermatitis, nickel dermatitis, erythematous lesions on the 
feet (from chemicals), herpes, sporotrichosis, and re- 
current lues of the face. 

It should not be forgotten that active ringworm sensi- 
tizes the skin to chemical exposures. In this respect, 
patch tests are only confirmatory and are not entirely 
diagnostic. Fungi have been found in the inguinal nodes 
in certain cases. 

Lesions of the nails occur from mechanical trauma 
and have also been found with respect to trichlornaph- 
thalene exposure; but it should be remembered that 
psoriasis and ringworm also affect the nails. Ringworm 
of the nails has also been blamed on different types of 
nail polish. 

In summing up, one has to take a very careful history 
and know the details of the industrial exposure, as well 
as differentiate lesions which occur because of nonoccu- 
pational sources. 


R. O. A. SANDER and Dr. H. E. Davis presented the 
subject “The Silicosis Problem after Eight Years of 
Medical and Engineering Control.” Dr. SANDER presented 
first an extensive series of serial x-ray films of the same 
persons, taken over a period of seven years. 

As important as the diagnosis is, the prognosis is more 
important; what everyone wants to know is what the 
silicotic or the person with silico-tuberculosis will do in 
the next five to 10 years. 

This was demonstrated by a group of cases on which 
serial x-rays had been taken of persons who had de- 
veloped silicosis. In most instances, these persons showed 
no progression of the disease in a period of seven years, 
after they had been removed from the original hazard 
and had been kept on periodic observation. 

The procedure used with respect to the diagnosis of 
the development of infection is briefly this—if the sedi- 
mentation rate suddenly rises, the patient is put through 
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a series of stomach washings for three days on a fasting 
diet, and the washings examined for tubercle bacilli. 
This procedure has been found to be very reliable. 

In the discussion, Dr. H. E. Davis noted that silicotics 
are usually those who have something wrong with the 
lungs at the time silicosis develops. He believes that 
this is so after examining a large number of films. 

Dr. Hotuts Porter in discussing the subject stated that 
an acute exacerbation can occur in anyone who has 
tracheobronchial caseation; it is apparent that the State 
of Wisconsin has a better system of handling these cases 
than some of the other states. It should not be forgotten 
that tuberculosis often heals in the presence of silicosis 
—this is not realized by a great many men. 


D*: JAMES A. JACKSON presented the final number 
of the afternoon program “Open Reduction Treat- 
ment of Fractures.” 

If we have proper teamwork and the necesary arma- 
mentarium, we will get brilliant results. 

Lane’s technique was the first development, but later 
there was a reaction on account of bad results; now the 
pendulum is swinging the other way. Probably the 
method of electrolysis has been overstated. 

Motion pictures were shown depicting the use of the 
Jackson bone clamp and the special depth gauge for the 
length of screws. Demonstration was also made in the 
pictures of the so-called Parham bands. Lantern slides 
were shown depicting comminute fractures of the 
clavicle; fractures of the head of the humerus; oblique 
fractures of the humerus; multiple fractures of the lower 
end of the humerus; supracondylar fractures of the 
elbow; fractures of the olecranon; fractures of both 
bones of the forearm; and a large number of different 
types of fractures of the femur. 


The Industrial Nurse 


RutuH Hou tron, R.N., 
New York City 


INCE the nurse in industry is now expected 
S to be not only a graduate registered nurse, 

but increasingly also one with public health 
preparation, it is necessary to consider the ques- 
tion of supply and demand for industrial nursing 
somewhat in terms of whether or not there are 
enough nurses for other fields. 

The Nursing Council on National Defense has 
stated its belief that until the demand for addi- 
tional nurses in military and allied services was 
made the supply and demand were fairly well 
balanced. Four thousand nurses will be selected 
for the Army by July 1 and an additional number 
will be needed in allied fields in the near future. 

To meet this increase, it is thought that at least 
4,000 additional students should be admitted to 
schools of nursing this year and that the facilities 
of good schools can be extended to accommodate 
them. In general it may be said that increasing 
demands for nursing services are to be expected 
which will require for the next few years a con- 
tinued increase in the number of students to be 
educated. 


Number of Nurses 


HE last count made by the U. S. Public Health 
Service in 1940 shows a total of 23,705 public 
health nurses in the United States and 3,271 of 
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these were listed as industrial nurses. This is an 
increase in public health nurses other than nurses 
in industry of 27.5% (per cent), in the last decade. 
The number of industrial nurses counted in 1940 
was practically the same as in the 1930 census. 

It is rather generally conceded that still more 
public health nurses are needed. The most com- 
mon number recommended is 60,000 to 70,000 in 
all or about three times the present figure. More- 
over, due to defense activities, the need for public 
health nurses is expected to become increasingly 
evident now. If a sudden demand were to occur, 
it would be difficult to find qualified nurses to 
meet it, since even now, there is a shortage of 
well prepared public health nurses. 

The field of industry is incompletely covered by 
nursing service. According to estimates made in 
a “preliminary survey of Industrial Hygiene Prob- 
lems in the United States,” reported upon in 1940 
by the U. S. Public Health Service, only about 
one-third of the industrial employees in this coun- 
try now have either full-time or part-time indus- 
trial nursing service. 

If it could be assumed that this percentage of 
workers in the United States receive adequate 
nursing service and that the needs of the other 
two-thirds are similar, it could be said that 6,000 
additional nurses are needed in industry. Since 
neither of these assumptions would be entirely 
correct, the number of nurses needed cannot be 
so definitely stated. It seems probable that in 
industry, as in other fields, counted as public health 
nursing, two or three times as many nurses as are 
now available could be used to advantage, either 
on a full-time or part-time basis. 

That the gaps in nursing as in other health and 
safety services for industry are chiefly in the 
smaller plants, is also shown in the U. S. Public 
Health Service Report already mentioned. The 
report states that in plants employing more than 
100 workers, 45.7% have full-time plant nurses 
while 1.9% have part-time nurses, but in plants 
employing less than 100 workers, only 1.1% have 
either full-time or part-time nursing service. 

The minimum number of employees which jus- 
tify the employment of a full-time industrial nurse 
depends on such factors as the hazards of the par- 
ticular industry and the other health resources 
available in the community where it is located. In 
a southern mill town for example, where there is 
no other nurse in the area, it would probably be 
good business to employ one industrial nurse for 
no more than 100 or 200 employees and their 
families. 

However, it may be said that in the majority 
of plants with much fewer than 500 employees, a 
full-time nurse often is not possible. Since con- 
siderably over half of all industrial employees 
are-found in these smaller plants, it seems obvious 
that the greatest volume of additional nursing 
service must be made available on a part-time 
basis. There are various ways of arranging for 


part-time nursing. Sometimes several plants join 
together to employ a nurse or a nurse can be found 
who only wishes part-time work. Another solu- 
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tion of the problem in the small industry is the use 
on a part-time basis of nurses employed by local 
public health nursing agencies. 

For the very small plant, then, part-time nurs- 
ing service purchased from existing public health 
agencies is often a feasible plan. Very large in- 
dustries already provide medical, nursing and 
other health services for their employees. There 
remains the considerable number of establish- 
ments with 300 or 500 to 1000 employees not as 
yet provided with nurses. These firms can finance 
a full-time nurse, but doubtless in most cases must 
depend on some part-time arrangement for medi- 
cal service. It is particularly important that well- 
equipped nurses should be placed in these plants. 
They must work without nursing supervision and 
must carry on for considerable periods in the 
absence of the plant physician. Also a wide variety 
of duties is expected of them. Hence, an under- 
standing of correct medical relationships, famil- 
iarity with community health resources and some 
knowledge of preventive medicine and industrial 
hygiene seems imperative for them. 


Preparation of Industrial Nurses 


ROM information compiled by the U.S. Public 

Health Service it appears that only 11% of 
registered nurses now employed in industry have 
taken any post-graduate work in public health 
subjects. They have learned much “on the job” 
but would profit by additional opportunities for 
study. This represents one part of the problem 
of preparation of nurses for industrial service. 

The other part is the need for preparation of the 
additional nurses who gradually should be em- 
ployed to serve the two-thirds of the industrial 
population which now have no industrial nursing 
service at all. 

Both additional full-time industrial nurses who 
may be placed and also those nurses in public 
health agencies such as visiting nurse associations 
with which contracts for part-time service might 
be arranged will need this additional preparation. 
Such contracts can hardly work out satisfactorily 
either to the industry or the agency unless the 
nurses do have some industrial preparation. 

In the long view, the best way to prepare in- 
dustrial nurses is to strengthen all nursing educa- 
tion. First, superior young women should be se- 
lected as students in nursing schools. In their 
basic education adequate experience and theory 
in surgical nursing, including first-aid and if pos- 
sible outpatient emergency experience, should be 
provided. In this basic education too, the social 
and health aspects of nursing should be included. 
After graduation, experience in general public 
health nursing work and special education in a 
university where courses in industrial hygiene 
and industrial nursing are available would give 
additional preparation needed. At present pro- 
grams of study in public health nursing should 
consider expansion in this part of their curriculum. 

To supplement preparation of nurses already 
employed in industry, it would seem most feasible 
to institute part-time courses running parallel 
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with present employment since it is very difficult 
for nurses employed in industry to get away for 
study. These perhaps could best be arranged as 
evening courses on a regional basis by state de- 
partments of health. Industrial hygiene divisions 
in states where these exist might cooperate with 
the nursing unit of the health department to do 
his. Extension courses from universities might 
also be made use of where these are available in 
the area. For the new nurse who must be prepared 
quickly for this field, who has some background 
of experience or theory in the public health field, 
but no industrial experience, short intensive 
courses of three or four months would seem prac- 
tical. There would be advantages in having these 
planned in institutions where schools of public 
health including public health nursing courses 
exist and where some of the work perhaps might 
be taken in classes with industrial physicians and 
engineers. In addition, there should be special 
classes where application to the nursing field of 
the more general material can be made. Also 
there should be time and opportunity for observa- 
tion and practice of industrial nursing. 


American Association 


of Industrial Physicians and Surgeons 
—Constitution and By-Law Amendments Pro- 
posed to be Voted upon at the Annual 
Meeting, May 5-9, 1941— 


ONSTITUTION: 

ArTICLE V, Section 3: After the words “twelve di- 
rectors” in line 4, insert “and a House of Delegates consist- 
ing of the Officers and members of the Board of Directors 
and the Presidents or legally appointed or elected dele- 
gates of Component Societies.” Delete that part of Section 
3 beginning with “Presidents of Component Societies” and 
ending with “as other directors.” 

ARTICLE V: Change heading to read “Officers, Directors 
and Governing Bodies.” 

ARTICLE V, Section 1: After the words “Second Vice- 
President” insert “a Managing Director” and delete the 
word “Secretary” in the compound word “Secretary- 
Treasurer.” 

ArTICLE V, Section 4: Delete entire section which will 
be placed in the By-Laws. 

ArTIcLE V, Section 5 becomes Section 4, and change 
the word “five” to “six.” 


Y-LAWS: 

Articte I, Section 2: Change it to read “Special 
meeting of the membership may be called by the President 
with the approval of five members of the Board of Direc- 
tors, Special meetings of the Board of Directors or of the 
House of Delegates may be called at the discretion of the 
President.” 

ARTICLE I, SecT1on 3: Insert after the words “all meet- 
ings” the words “of the members” and delete the word 
“Treasurer” in the compound word “Secretary-Treasurer.” 

ARTICLE I, Section 4: Delete the word “Treasurer” in 
the compound word “Secretary-Treasurer.” 

ARTICLE IV: Change heading to “Duties of Officers and 
Governing Bodies.” 

ARTICLE IV, Section 1: “The planning of the work of 
the Association; arrangements for meetings and programs 
and any or all other matters pertaining *o the administra- 
tion of the affairs of the Association shall originate in 
the House of Delegates but all its actions must be ratified 
by the Board of Directors.” 
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ARTICLE IV, SEcTIon 2: “The Board of Directors shall 
have charge of the property and financial affairs of the 
Association and shall perform such duties as are pre- 
scribed by the Constitution and By-Laws and the State 
law governing directors of corporations. It must ratify the 
transactions of the House of Delegates, Committees and 
Boards before they can become effective.” 

All sections to be renumbered: Section 1 becoming Sec- 
tion 3, etc. 

ARTICLE IV, SEcTION 4: “The Managing Director shall 
be the executive officer of the Executive Committee and, 
under its supervision, during the intervals between meet- 
ings, shall manage, direct and conduct the affairs of the 
Association. He shall supervise and direct the activities 
of the Executive Secretary and shall render a report on 
the status of the Association to the Board of Directors at 
their Annual Meeting.” 

ARTICLE IV, SECTION 2 and 3: Delete the word “Secre- 
tary” in the Compound word “Secretary-Treasurer” and 
the last one in section 3 should be changed to “Managing 
Director.” 


Empyema 


—Observations on Treatment— 


ALBERT H. Montcomery, M.D., 
Chicago 


SHALL not talk about tuberculosis empyema; 
| I shall talk only about treatment of pyogenic 

empyema of the pleural cavity. I chose this 
because the treatment has gone around in a circle, 
just like most things we find in medicine that go 
around in a circle. The pathology is, of course, well 
known: the formation of pus in the pleural cavity, 
the pouring out of an exudate which finally masses 
into an abscess between the lung, diaphragm and 
chest wall. The organisms in most cases are strep- 
tococci or pneumococci. They differ very essen- 
tially, particularly in their mode of pathologic 
action. That is, in the early case of pneumococcus 
infection we find a thick fibrous exudate almost 
from the beginning; on the other hand, the strep- 
tococcus produces at first a thin exudate which, 
as time goes on, gradually becomes something 
like skim milk and then later something like whole 
milk. Probably 10 days after the first observation 
we find the streptococcus pus now resembling 
pneumococcus pus in that it is thick and creamy 
and homogenous. Occasionally, of course, we find 
other organisms such as influenza, or staphylo- 
cocci. 

Treatment of this condition which I wish to 
speak about has for its object removal of the pus 
to allow the lung to expand and obliterate the 
cavity. This is important because if you do not 
get a collapse of the cavity chronic empyema will 
result which is a very serious condition. There 
is one essential treatment and that is prophylactic 
treatment, which means that in the acute and sub- 
acute stages treatment should be instituted and 
carried out sufficiently so that this cavity is com- 
pletely obliterated. 

The question arises as to the proper time at 
which to institute drainage. We have two meas- 
ures to go by. One is the character of the pus; 
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and it is not a bad thing to take some of these sam- 
ples of pus, inject into a test tube and hang them 
up at the head of the bed. Two or three days later 
take another sample and you will find that if it is 
a streptococcic infection the pus is thicker; if it is 
pneumococcic, it is of the same thickness prac- 
tically all the time. Therefore, by looking at these 
tubes containing pus it is usually easy to tell the 
time when the pus gets thick like cream, and that 
is the indication to open the chest wall. Why? 
Because you know that when there is that much 
fibrin in the exudate there is bound to be fixation 
of the lung; that the mediastinum is fixed by a 
thick fibrinous covering. If you proceed to open 
the chest before this point is reached you would 
have the danger of a pushing over of the medi- 
astinum with interference of action of the other 
lung and of the heart, and sometimes, particularly 
in the streptococcic cases, you may have sudden 
collapse of the patient on the table. Therefore, 
the time to open is when the mediastinum is fixed. 
There is another thing to go by and that is the 
character of the organism. If you find there is 
pneumococcus present, you can be almost sure that 
you open the chest almost any time. If you find 
streptococci, you must proceed with caution. The 
reason for this is that today some of the sulfona- 
mide preparations are showing a queer change in 
the character of the pus. Heretofore it has been 
usually very steady as a homogenous exudate, but 
we find since then that the pus assumes such a 
character that the fibrin precipitates and after 
standing a short while you find a thin supernatant 
fluid and at the bottom a thick fibrin. The same 
thing occurs in the chest and at one time the 
aspirating needle picks up thick material but 
above that the fluid is thin, so it depends where 
you puncture as to what kind of fluid you get. 


ERHAPS the simplest and oldest method of 

treatment is putting a needle in or a trocar. It 
is felt that simple drainage through a needle or a 
suction apparatus is of value for diagnosis pri- 
marily and secondly it is often of use in these cases 
of dense pneumothorax that occur where if you 
do not act promptly the patient’s heart action is so 
embarrassed that the patient dies unless relief is 
given promptly. 

The objection to aspiration in the treatment of 
empyema is that it is a very prolonged affair. It 
takes sometimes three or four months of treatment 
to get results, and even then it is not always suc- 
cessful, and then you have to resort to drainage. 
I am not an advocate of aspiration, but I admit 
that it will work sometimes and it has a place in 
treatment of empyema. 

If you are going to institute active drainage, 
there are two schools of thought. One believes 
in the closed method; that is, the insertion of a 
tube under air-tight conditions placed in the inter- 
space and draining into a water trap of some kind. 
This type of treatment will work, but it is not as 
satisfactory as I would like to have it. 

The best treatment is the tube in the chest wall, 
and you can do this safely if you wait until the 
cavity is well established. I believe you should 
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make a good-sized opening in the chest wall, and 
that usually means a rib resection, not necessarily 
at the most dependent part of the cavity. It will 
drain all right two or three inches above, and if 
there is a good-sized opening drainage should be 
good. This can be done very satisfactorily, even 
in children, under local anesthesia. You can take 
out a piece of rib, put in a tube, suture the muscles 
all together with one or two good-sized silkworm 
gut sutures so that the pus will not infiltrate out 
through the muscle layers. Another thing to re- 
member is this: If you want the tube to visualize 
on the x-ray, use red-rubber tubing; this visualizes 
well and you will know how far in it is in the 
chest. Also always remember to put a safety pin 
on the tube or some form of fixation so that the 
tube will not slip into the chest. 

As to irrigation, I think it has only one place and 
that is when the tube gets blocked. If it gets 
blocked it can be washed out with salt solution 
and drainage will be resumed. Dakin’s solution 
has only one use and that is if you think you can 
dissolve fibrin a little faster. It is troublesome, 
but you can use it if the patient does not have a 
fistula. I do not believe that it sterilizes the cavity, 
and I do not believe that it shortens the period of 
morbidity. 

It is often advisable for the first week to drain 
these patients through a closed system, but we 
think it advisable at the end of a week to cut open 
the chest wall, allow the drainage to drain into a 
dressing and allow the patient to get up. Such 
patients do much better if they are allowed to get 
around a little. 

It is also important to know how long to leave 
the tube in. One way to tell whether it is time to 
take the tube out is to turn the patient over with 
the affected side upwards, and put in a syringe 
full of salt solution, observing how much you can 
put in before it overflows. I think it is a good 
thing to do this because you know that if the 
cavity will contain 10 to 15 cc. you are safe in pull- 
ing out the tube. This is important because if 
you pull the tube out too early the hole will clear 
up but the patient will come back in four or five 
months with massive empyema, and now he has 
thick, tough walls and the treatment of the condi- 
tion is serious and difficult. 


ET me say in conclusion that I believe aspira- 
tion is for diagnosis and for the occasional 
treatment of a pyopneumothorax. I think, how- 
ever, in practically all patients, this can be better 
done by a trocar inserted between the ribs, contain- 
ing a catheter and allowed to remain there and it 
will soon become open drainage. I think that is the 
best treatment for pyopneumothorax. It is very 
simple to do at the bedside and is very satisfac- 
tory. So far as drainage is concerned, I do not 
believe that closed drainage remains closed; it is 
more difficult to handle and the drainage is not as 
good. I believe we have come to the place we 
were before the last war and that is to wait until 
the cavity is well established, make a good-sized 
opening, put in a tube and allow it to drain until 
the cavity is closed. 
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Forum 


T THE opening of the first session of the Third 
A Annual Congress on Industrial Health, at 
Chicago, January 13, 1941, the statement 
was made that, prior to the inauguration of the 
A.M.A. Council on Industrial Health in 1937, there 
was no forum where those interested in industrial 
health might assemble for discussion of their 
common problems. The sense of loyalty to the 
A.M.A. Council which distinguishes the statement 
is, of course, commendable. But the statement is 
authoritative only in so far as it means that there 
was no forum from the standpoint of the A.M.A. 
For the fact is that there was a forum. It was, 
however, not only not fostered by the A.M.A., but, 
indeed, was hardly even recognized. Not because 
of the nature or circumstances of the forum itself, 
but rather because the matters and things to be 
considered there had not been accepted as having 
the professional standing to be discussed in a place 
of dignity. The generic term was not “industrial 
health,” but “industrial medicine.” And the gen- 
eral attitude of organized medicine toward “in- 
dustrial medicine” is too well known, and by 
many, no doubt, too well remembered, to need 
further comment. 

The statement referred to is not intrinsically 
important. In equivalent meaning it has been 
made before and probably will be made again — 
without any great harm to the facts. The prin- 
cipal significance which attaches to it on this 
occasion is by way of its timely apposition to the 
forthcoming Twenty-Sixth Annual Meeting of the 
forum which was organized in 1916, in Detroit, 
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and has continued without interruption to the 
present time of its announcement, for the week of 
May 5-9, inclusive, at Pittsburgh, of a program of 
presentations and discussions on the subject of 
industrial health unequaled under any aegis. 

This is the program of the post-graduate “Insti- 
tute of Industrial Medicine and Industrial Hy- 
giene” which the Annual Meetings of the AMERICAN 
ASSOCIATION OF INDUSTRIAL PHYSICIANS AND SurR- 
GEONS and the AMERICAN INDUSTRIAL HyGIENE As- 
SOCIATION together will comprise. There is a 
summary of it on page 10 of this issue; next month 
it will be published in full. Meanwhile, in tenta- 
tive completion, it is being mailed to readers of 
INDUSTRIAL MEpICcINE, in order that the impact of 
its real interest and value to everyone — physi- 
cian, surgeon, hygienist, nurse, engineer, execu- 
tive — who is interested in industrial medicine, 
may overbear all other plans and conveniences, 
and eventuate in attendance. 

In the history of industrial medicine, there have 
been many programs of excellence and import- 
ance, but never one like this. It is a masterpiece 
in every respect in which a program can excel — 
selection and timeliness of subjects, authoritative- 
ness of presentations, arrangements, and the many 
other things which are so well known to program 
committees and, because they are well arranged, 
so little noticed by anyone else. 

But behind the superlative quality of this 
schedule, is the fact that such a program is possible 
only under circumstances and in a setting where a 
cumulative experience is being expressed, where 
the touch of familiarity assures an unconscious 
verity, where the masterpiece is indeed the “piece 
of the master.” In other words there was a forum, 
and it was in that forum, over the quarter-century 
in which it was the center of industrial-medical 
interest, that the knowledge was developed and 
the experience secured which have made such a 
program as the present one possible. There is a 
great deal more in it than its words and figures; 
there is the enterprise and courage and skill and 
sense which brought industrial medicine up to 
such a high point of successful development as to 
make much more than a euphemism out of the 
circumstance that industrial “health” has fol- 
lowed, and is the result of, 25 years of industrial 
“medicine.” 


HERE’S another evidence, on page 11, of the 

existence, the background, of an institution 
such as the A.A.I.P.&S. has been. It is the 
coming into being of the American Conference on 
Industrial Health, with the objects and purposes 
which are there detailed. The natural and inevit- 
able conseauence of the fact that industrial health 
is industrial, it, nevertheless, could only develop 
from the strong basis of the medical integrity of 
the “health” successfully established before its 
appeal would be respected by the part which is 
“industrial.” In other words, here, too, there was 
the need of more than purely medical experience. 
There was the need of just such things as have 
been available in the forum which, as noted, was 
opened in 1916 at Detroit, and has never closed. 
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The Status and Function of the Industrial Physician 


Luioyp No.tanp, M.D., 
Tennessee Coal, Iron & Railroad Company, 
Fairfield, Alabama 


HE industrial physician is gen- 
erally regarded as a product of 
very recent times, for most certainly 
greatest progress in this specialty 
has been made in the past 50 years. 
It is interesting to note, however, 
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that Hippocrates, who lived in the 
fifth century before Christ, described 
many diseases associated with par- 
ticular trades, such as metalworkers, 
fullers, etc. Other ancient writers 
also contributed, notably Paracelsus, 
who wrote voluminously on diseases 
and accidents of miners. Bernardino 
Ramazzini, 1633-1714, who wrote 
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If you have shower rooms, your problem is ever present. 
Your employees are exposed to infection every day. Our problem 
is to convince you that ONOX is not “just another one of those 


Athlete’s Foot remedies.” 


Recent research has upset former theories regarding the control of 
Athlete’s Foot. ONOX is revolutionary. A safe non-poisonous skin 
toughener does the work. You may test it under any conditions you 
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This offer is open at any time to established industrials. 
We would like to send you the simple details of the ONOX method 
now used by hundreds of institutions from Coast to Coast. 
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DeMorbis Artificum Diatraba (Dis- 
eases of Tradesmen), published in 
1700, is regarded as the founder of 
industrial medicine. Ramazzini’s 
writings covered the hazards con- 
nected with a great number of occu- 
pations of that time and described 
both preventive measures and treat- 
ments in a remarkably able manner. 

The development of the factory 
system in England in the latter part 
of the eighteenth century brought 
many evils, for industrial hygiene 
was unknown, and child labor, very 
long hours, poor lighting, lack of 
ventilation, unguarded machinery, 
etc., exacted so tremendous a toll 
that public opinion forced the pass- 
age of the Factory Act in 1833. Un- 
der this act a factory commission 
consisting of three members was ap- 
pointed, notable among whom were 
Edwin Chadwick and Dr. Southwood 
Smith. This commission introduced 
a system of inspection and reporting 
that resulted in numerous reforms. 

Since 1887, when the first state 
law requiring certain safety meas- 
ures was passed in the United States, 
various states have enacted laws de- 
signed to provide safety and good 
sanitation for the workman. Since 
1912 most of the states have enacted 
compensation laws covering acci- 
dental injury in course of employ- 
ment, and a number now have laws 
providing compensation for diseases 
associated with certain industries. 

Long before the passage of these 
laws, however, many farsighted 
leaders of industry had realized that 
the good health and welfare of the 
workman was a vital factor in suc- 
cessful operation and many able 
physicians were devoting their every 
effort toward the study of the vari- 
ous factors involved, and their solu- 
tion. 

The construction of the Panama 
Canal, 1904-1914, offered the greatest 
opportunity up to that time for a 
demonstration of what could be done 
to protect a force of more than 
40,000 workmen under what were 
in the beginning, most adverse con- 
ditions. The success achieved there 
through able sanitary work, hospi- 
talization, housing, proper feeding, 
and close supervision of working con- 
ditions, set a standard for all indus- 
try. General Gorgas and his staff 
have generally been regarded as sani- 
tarians, but, as a matter of fact, they 
were able industrial physicians. 

For some peculiar reason there was 
for many years a tendency on the 
part of medical men in general to 
rather look down on those of their 
professional brethren who gave a 
part or all of their time to industry. 
The railroad surgeon, or the contract 
doctor as he was often called, was 
regarded as only a bonesetter or lac- 
eration repairer. For this same queer 
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reason the surgery of trauma was 
deemed rather unimportant, if not a 
wee bit degrading. 

Perhaps the rapid increase in our 
speed of living has had much to do 
with changing these older concep- 
tions, for in recent years huge empha- 
sis has been placed on the proper 
care of the injured. A single factor 
—the development of the automobile 
with its consequent trail of destruc- 
tion, has changed the practice of al- 
most every American hospital, and 
with this has come tremendous im- 
provement in the training of surgeons 
in the handling of trauma. With 
serious injury and sudden death con- 
stantly increasing on our streets and 
highways, industry has been quietly, 
efficiently and steadily reducing the 
hazards of the workman, and to this 
great work the industrial physician 
has largely contributed. With con- 
tribution has come wide recognition 
of the value of this special line of 
medical practice, marked improve- 
ment in facilities for advanced train- 
ing, and the organization of special 
societies devoted to its study and the 
dissemination of special knowledge. 

The tremendous scope and variety 
of industry in the United States at 
the present time has made necessary 
much specialization among industrial 
physicians; for instance, the problems 
of the dye and chemical industries 
are far removed from those of coal 
mining; the textile worker’s environ- 
ment and duties cannot be compared 
to those of the meat packer; nor can 
the risks of the hard rockworker be 
judged by those of the shipyard em- 
ployee, and so on ad infinitum. It is 
manifestly impossible, therefore, in a 
paper of limited scope to discuss all 
of the problems of the physician in 
industry. We can attempt only gen- 
eralities. 


ROADLY speaking, the surgery of 
industry is in no way different 
from present day general surgery. 

Perhaps the greatest requisites for 
success in industrial practice involve 
the acquiring of a broad and compre- 
hensive knowledge of all phases of a 
particular industry, particularly the 
conditions under which men work, 
including such vital factors as the 
fatigue element, temperature expo- 
sures, ventilation and lighting. Care- 
ful study must be given to particular 
hazards, such as gases, metallic poi- 
sons, dusts, chemical compounds, etc. 
Study and consideration must also be 
given to such vital matters of routine 
sanitation as drinking water properly 
protected and at proper temperature 
and easily accessible, and toilet and 
washroom facilities. 

The physician’s office, its equip- 
ment and his assistants, are of vital 
importance. He should have every 
facility for confidential talk and ad- 
vice. His examination and treatment 
rooms should be well-equipped and 
maintained. He should have a well- 
planned and well-kept system of rec- 
ords. Sufficient space should be avail- 
able for pre-employment and periodic 
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AND THE WHEELS OF INDUSTRY 





*In modern industrial organizations the worker 
comes in contact with many chemical compounds 
which are not encountered outside of the plant. 
Individual allergic reactions to these substances 
cannot be predicted, hence the relatively high 


incidence of contact dermatites. However, incapaci- 
tation and loss of time need not result. Through 
the specific antipruritic action of Calmitol Oint- 
ment, the itching of contact dermatitis is promptly 
allayed; a single application is usually effective 
for several hours. In open lesions, Calmitol Oint- 
ment affords the protective influence of its lanolin- 


petrolatum base, thus aiding in resolution. A dis- 
pensing jar of Calmitol Ointment will also find 


Because of its contained in ients 
(chlor-iodo-camphoric aldehyde, 
levo-hyoscine oleinate, and menthol 
in an alcohol-chloroform-ether ve- 
hicle), Calmitol Ointment blocks 
the further transmission of offend- 
ing impulses, exerts a mild antisep- 
tic action, contributes to resolution 
by local hyperemia. In obstinately 
severe pruritus, Calmitol Liquid is 
recommended prior to application 
of Calmitol Ointment, except on 


101 West 31st Street 


frequent use for such pruritic affections as eczema, 
food and drug rashes, intertrigo, ringworm, etc. 
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physical examinations to be conduct- 
ed with a degree of privacy and high 
efficiency, and his assistants, both 
professional and lay, should be care- 
fully selected and trained. The neces- 
sity for elaborate diagnostic and lab- 
oratory equipment must always be 
judged by the demands of the par- 
ticular industry. 

Adequate first aid for the injured 
is always of primary importance in 
any industry, and careful considera- 
tion must always be given to the se- 
lection and placing of proper equip- 
ment and to the thorough training, if 


not of all, of at least a sufficient num- | 


ber of key employees in such essen- 
tials as artificial respiration, hemor- 
rhage control, and the mechanics in- 


volved in lifting, transportation and 
protection of the seriously injured 
and shocked. What not to do before 
the arrival of the doctor is a vital 
part of this training. 

Knowledge of a particular industry 
should go hand in hand with ac- 
quaintance of the men employed, if 
possible from the head of the indus- 
try to its almost humble employee, for 
the human factor is, after all, the 
most important problem. If the physi- 
cian is the man he should be, such 
acquaintance will bring respect, con- 
fidence and trust, without which suc- 
cess is impossible, for the doctor will 
be called on for many decisions vital- 
ly affecting the welfare of many em- 
ployees. 
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THE VALUE TO YOU OF 


PATTERSON 
X-RAY SCREEN 
RESEARCH 


THE FOUNDING of 
The Patterson Screen 
Company 28 years 
ago was due to the 
successful culmina- 
tion of a research 
project. The long 
quest for a satisfactory 





fluoroscopic screen chemical resulted in the 
Standard Fluoroscopic Screen, and the incep- 
tion of a business. 


It is quite logical, then, that because research 
is the very corner stone, it should continue to 
be a most significant part of all Patterson 
activities. With the growth of the science of 
radiography, Patterson has carried on a con- 
stantly broadening program of research and 
development, in the world’s largest laboratory 
entirely devoted to this field. 


As a result of this research effort Patterson has 
made available to the profession many notable 


PATTERSON-THE WORLD'S STAND 


achievements, including : —the first stable fluor- 
oscopic screen without lag, the first grainless 
intensifying screen, the first cleanable intensi- 
fying screen, and others. 


Equally important to the X-ray field has been 
the dependable uniformity of Patterson screens 
and their conformity to those self imposed 
high standards which have made them 
outstanding the world over. The company’s 
extensive laboratory facilities and highly trained 
personnel make possible the detailed analysis of 
every chemical ingredient before it is accepted 
for production. During manufacture, too, lab- 
oratory control is never relaxed, so that the 
finished screen is as nearly perfect as modern 
scientific methods permit. 

The great significance attributed to research in 
the production of fine screens will be indicated 


in succeeding Patterson advertisements. 
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Pre-employment examinations are 
now generally accepted as routine 
and must be most carefully and tact- 
fully conducted, always with full 
knowledge of the particular work for 
which the individual is being em- 


ployed, for final decision must in 
many instances be based on this 
knowledge. 


Close coperation with the employ- 
ment office in such a way that sug- 
gestions may be readily considered is 
absolutely necessary. 

Many industries have wisely adopt- 
ed some system of periodic examina- 
tion covering all employees, and in 
addition many have systems of dis- 
ability and old age retirement. The 
findings and recommendations of the 
examining physician are the all-im- 
portant factors on which decision of 
management must be made, often se- 
riously affecting the fortunes of the 
particular employee. Tact, sound 
judgment and kindliness, plus a built- 
up trust in the doctor, will go a long 
way in preventing any employee 
from feeling that he has_ been 
wronged, a not infrequent reaction in 
the past. 

Much the same burden is placed on 
the shoulders of the industrial physi- 





sian in making final report as to the 
presence, degree of, or absence of dis- 
ability following injury incurred in 
line of duty. Scrupulous honesty, 
sound judgment and courage, based 
on broad knowledge and experience, 
will always win approval of both em- 
ployer and employee, for, after all, 
justice is what both management and 
labor require in the handling of com- 
pensation cases. The officials of any 
great industry would immediately 
and properly distrust the doctor 
whom they suspect of being anything 
but absolutely fair to both the indus- 
try and the employee. In most in- 
dustries we believe that the policy is 
to give the benefit of any doubt to 
the employee. 

One of the most disagreeable duties 
of the doctor in industry is the neces- 
sity of giving court testimony from 
time to time. Long experience has 
definitely fixed certain points in our 
minds: first and foremost, one must 
be absolutely certain of the facts in- 
volved; after that, if temper is con- 
trolled and any show of bias is avoid- 
ed, the rest is easy. Physicians are 
regarded as fair game by members of 
the legal profession, but plain speak- 
ing, avoidance of technical terms, and 
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absolute honesty will always disarm 
the otherwise embarrassing lawyer 
and bring approval of any able judge, 
jury, or compensation commission. 

Many industries are now of such 
large size and wide scope that large 
medical organizations are necessary. 
Some own and operate their own hos- 
pitals and have a sufficient personnel 
to cover all of the specialties; others 
are so small as to require only the 
part-time service of a single physi- 
cian. 

In many industries the medical 
work of the physician is strictly limit- 
ed to the care of the injured employee 
and to matters concerning working 
conditions; others provide for con- 
sultation and advice covering any ail- 
ment of the employee; while a limit- 
ed number extend their medical serv- 
ices to the families of their employees 
as well as to the men themselves. 

Decision as to the scope of any 
medical service must be made after 
careful consideration of many factors, 
perhaps the most important being the 
type of man employed in the par- 
ticular industry and the average in- 
come earned. Also worthy of study 
are such questions as the quality of 
local public health work, the acces- 
sibility of good medical facilities in 
financial reach of the workman, the 
geographic distribution of the force, 
and always the attitude of the local 
profession. There can be no possible 
question of the fact that intimate 
knowledge on the part of the physi- 
cian of the living conditions and 
family problems of the employee is 
of tremendous value in the establish- 
ment of a steady and contented work- 
ing force, for the man who knows that 
illness in his family is being properly 
handled without great financial bur- 
den can be counted on to produce 
steadily and to avoid risk of injury to 
himself, his fellow workmen, or the 
machine he is using. 

In this present age of ours with so 
much agitation and propaganda in 
circulation, it is often difficult for the 
average workman to know just whom 
to trust. The physician who guards 
the workman’s safety, who treats his 
illness or injury, who possibly treats 
and advises his family, has a wonder- 
ful opportunity in the formation and 
safeguarding of ideal employer-em- 
ployee relations, particularly if the 
physician has, as he always should, 
constant access to executive manage- 
ment. 

The practice of industrial medicine 
has steadily increased in popularity, 
for it opens a field of endeavor to 
many able men to whom the finan- 
cial or competitive side of medicine 
does not appeal. 

The status of the well-trained in- 
dustrial physician is thoroughly es- 
tablished. He has the respect and 
confidence of the medical profession 
in general, for his chosen specialty 
has steadily increased in importance, 
and scientific attainment necessary 
for success can be most favorably 
compared to any other branch of 
medicine. 
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Management of Minor Industrial Injuries 


DonaLp C. CONzZETT, M.D., 
Dubuque, Iowa 


EBSTER defines management as 

“the judicious use of means to 
accomplish an end; skillful treat- 
ment.” This definition of manage- 
ment applied to industrial injuries 
gives rise to problems which are of 
real importance to physicians. 

At the time the first compensation 
laws were enacted in 1911, medical 
care of injured employees was in a 
chaotic state. Laws on the statute 
books of the individual states con- 
cerning employer-employee relation- 
ship were of the type commonly des- 
ignated as “employers liability laws.” 
This employer liability system was 
merely an improvement on English 
law which in turn had its basis on 
the principles of the old Roman law 
applying between strangers, not as 
between employer and employee. 
Under this code an employer was 
liable only for the results of his own 
personal wrong doing; negligence on 
the workman’s part or on the part of 
a fellow workman played no part in 
recovery for injury. 

It is obvious that, with such a sys- 
tem, many injustices occurred in 
legitimate cases, and it was not long 
until the “employer liability” legis- 
lation became effective. Again errors 
appeared and it became necessary 
for the injured workers to employ 
legal talent in controversial or dis- 
puted cases. The incapacitated work- 
er was unable to pay his attorney a 
retainer fee; hence a system of con- 
tingent fees arose. The unhappy cir- 
cumstances in this arrangement are 
all too obvious to need explanation; 
suffice it to say that all too frequent- 
ly the injured found himself won- 
dering at the time of settlement who 
really had been injured. Strangely 
enough through all these years no- 
body had thought about who might 
have to pay the doctor. That indi- 
vidual most responsible for return- 
ing the injured man to work was 
blithely shelved and_ disregarded 
while the courts rang with legalistic 
bombast concerning monetary settle- 
ment, The injured man was expect- 
ed to provide himself with medical 
care. However, if settlement was 
made and a decision rendered show- 
ing negligence (and what attorney 
could not somehow inject that 
thought!) the doctor booked his 
charges under experience. The busy 
surgeon, he who was probably best 
qualified by skill and experience, 
was not attracted to such work; con- 
sequently medical care was little 
better than the rules governing it. 

Today, however, the situation is 
vastly improved. From a system 
wherein the lawyer got much and 
the doctor little, a plan now operates 
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wherein the lawyer complains of his 
negligible returns while the doctors, 
according to Best’s Insurance Re- 
ports for 1937, receive, along with 
hospitals, between 45 and 50 million 
dollars annually. We are in a posi- 
tion far superior to that of our 
predecessors; consequently the obli- 
gations of management must be met 
intelligently. 

All states, save two, have work- 
men’s compensation laws but in no 
two of these jurisdictions are the 
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laws the same. Uniformity of law 
throughout the nation would not be 
practical, for working and living 
conditions vary in different sections 
as do the types of labor. Iowa is 
predominantly agricultural and _ its 
trend is reflected in the constituency 
of the governing bodies. The Iowa 
Assembly in the past has not been 
overly receptive to increases in com- 
pensation payments either for work- 
men’s disabilities or medical care. 
Recently, however, increases _ in 
medical allowances have provided 


financial impetus to the physician to 
make this work more attractive. 
What then does medical care of 
employees entail under existing laws 
In the first place, 


in this state? 
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Make a Full Pint of 
Wet Dressing Solution 


Recent authorities have demonstrated the 
clinical superiority of a wet dressing or 
compress as initial treatment for derma- 
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having the additional advantages of being LEAD 
FREE and stable. 


Rapid availability of fresh solutions — at home or in 
the office, accuracy of dosage, uniformity, stability, 


economy — make DOMEBORO TABS a favorite in 










\ 
\ 
Send for profes- \ 


sional trial set of 
DOMEBORO WN 


TABS . . . try \ Name ....... 
them on your next 
case. \ Address . 





a \ 


treating industrial 
dressing solution is also indicated for certain types of 
tissue inflammation, bruises and swellings, minor 


wounds, and eczema. 


DOME CHEMICALS, INC 
250 E. 43rd St., New York, N. Y. 


Please send Free trial set of DOMEBORO TABS. 


TNE i snccesstsesseliicnberchaisineibuiiatnenoes eee IM-2 


DOMEBORO wet 


dermatoses. 






























Page 76 


Iowa as yet does not recognize occu- 
pational diseases in its compensation 
set-up. We are, therefore, limited 
to care of employees injured in the 
course of their employment. Fur- 
ther, the physician has a condition 
differing from the usual patient- 
physician relationship, for in com- 
pensation cases he has a three-fold 
responsibility: first and fundamen- 
tally to the patient, but because he 
is now working under conditions 
governed by law, a_ responsibility 
exists to the employer and his in- 
surance carrier, and to the commis- 
sioner. This does not mean that the 
responsibility toward the individual 
should be lessened; it means that 
even greater attention must be given 
to him, because the sooner the man 
is returned to his work fully recov- 
ered the less time is lost to the com- 
pany and the less is the financial 
outlay required of the insurance car- 
rier. 

Few physicians are wilfully negli- 
gent in handling compensation cases. 
Most disputes arise from the physi- 
cian’s lack of knowledge of existing 
regulations. A question frequently 
asked is that regarding choice of 
physicians. In a personal communi- 


cation from the Commissioner in an- 
swer to this question he writes as 
follows: “With reference to who may 
exercise the choice or selection of 
physician, I beg to advise the Iowa 
Workmen’s Compensation Law pro- 
vides that the employer shall furnish 
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reasonable and competent medical 
and hospital services and supplies. 
However, the law does not expressly 
provide who has the choice. Our de- 
partment has therefore held that in 
the first instance, it is fair to pre- 
sume it was the legislative intent 
that the employer has the right to 
make the choice, assuming that the 
employee expects the employer to 
pay therefor in the limits prescribed 
by the law, which is not to exceed 
$600.00. On the other hand if the 
employee does not see fit to accept 
the physician chosen by the employ- 
er, then and in such case, the em- 
ployee has the right to make his own 
choice but at his own expense. As- 
suming that the employee makes a 
choice at his own expense but the 
employer is of the opinion that the 
physician who is rendering service 
selected by the employee is not ac- 
complishing the desired result, then 
and in such case, the employer may 
again tender medical service to the 
employee, and if the employee per- 
sists in using a physician when it is 
ultimately shown that the physician 
thus chosen by the employee is in- 
competent, then the Commissioner in 
passing upon compensation benefits 
will exercise the right to take such 
matters into consideration in deter- 
mining the extent of disability.” 
The bugbear that deters many 
physicians from handling compensa- 
tion work is the matter of records. 
The experiences of the World War 
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with its endless, and seemingly 
needless, paper work is too recent in 
the minds of many to bother with 
this tedium. There is no denying 
that these records are a boresome 
but necessary chore if compensation 
practice is to be adequately handled. 
Recently, at the request of an in- 
surance company, I saw a young 
man who had received a penetrating 
injury to his forearm when he fell 
on an ice pick 10 weeks prior to my 
examination. He had had excellent 
treatment, for the wounds had 
healed promptly with no evidence of 
infection even though the wound 
had extended through the entire 
thickness of the forearm. However, 
his attendant had ignored or else not 
elicited a history of tingling in the 
ring and little fingers. Thereupon 
the physician had filed his final re- 
port as no permanent disability. Ten 
weeks after injury this boy had a 
complete sensory loss over the volar 
surface of these two fingers, atrophy 
of the adjacent palm and markedly 
diminished grip. The company had 
to reopen the file and prepare to 
make payment far in excess of their 
established reserve for this case. 
Another boy was recently seen for 
examination of a supposed hand in- 
jury prior to a hearing before the 
Commissioner’s deputy. His injury 
had been a minimal puncture wound 
from which a superficial infection 
developed. Adequate treatment, how- 
ever, had produced a complete re- 
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ELIEF from the pain and discomfort of 
hemorrhoids depends largely upon freedom 

(/ from friction. That is why Anusol Suppositories 
contain 


an ointment base which covers the 
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rectal mucous membrane—a soothing, protec- 
tive, anti-friction coating that makes possible 

| walking with comfort and easy, painless evacu- 
ation of the contents of the rectum. 


The improvement experienced from Anusol is 


genuine. There is no masking of symptoms to 
impart a false sense of security, because Anusol 
does not contain narcotic, analgesic or anesthetic 
drugs. In this manner, rationally and without 
unfavorable after-effects, Anusol Suppositories 
provide symptomatic relief in hemorrhoids and 
other inflammatory rectal conditions. 
You may ascertain, to your own satisfaction, 
the value of Anusol Supposi- 


[ tories by giving them a trial. 
A supply will be gladly sent 

on request on your letterhead. 

Availaible for prescription in 


L 
S _siboxes of 6 and 12. 
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By LEIGH F. WATSON, M.D. 


Member of Attending Staff of California Lutheran 
Hospital and Methodist Hospital of Southern Cali- 
fornia, Los Angeles. 


2nd Ed. 591 pages, 281 illustrations, Price, $7.50. 


There is more to hernia than a single method of 
treatment. To know about this condition you 
must be informed on all factors entering into its 
cause, what hernia involves, and the various 
methods for successfully treating each indi- 
vidual case. This information is given in Wat- 
son’s “HERNIA.” The coverage is complete 
from Embryology to Legal Complications. 
Every method of treatment — surgical and 
otherwise — is given, with special emphasis on 
Injection Treatment. 

Starting with an interesting historical introduc- 
tion the author considers the various types of 
hernias, local anesthesia in hernia operations, 
and the numerous operative procedures that ex- 
perience has proved the best. 

To meet the demand for easily accessible and 
practical information on the injection method 
eight chapters are devoted to this phase of 
hernia treatment. Those to whom the injection 
method is new probably have definite questions 
in mind: What are the results of this treatment? 
What are the dangers to consider? How are 
suitable patients selected? Watson’s book 
answers these questions. 

First is given a brief historical sketch of the in- 
jection method — and then the indications and 
economic advantages; selection of cases; contra- 
indications and complications; the truss; solu- 
tions; syringes, and needles; general principles 
of technique; and technique for injecting in- 
guinal hernia. The technique is described step 
by step. Careful study has been given to the 
injection fluids, testing the many mixtures from 
everv angle. and observing their action, both im- 
mediate and remote. 


The C. V. Mosby Company 
3525 Pine Blvd., St. Louis, Mo. 
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“SURGICAL TREATMENT 
of HAND and FOREARM 
INFECTION” 


By A. C. J. BRICKEL, M.D. 


Departments of Anatomy and Surgery, Western Re- 
serve University. 

300 pages, 153 figures, 35 black and white illus- 
trations, 10 color plates. Price, $7.50. 


An industrial boom is on. Plants are working 
full blast. Workmen’s hands were never so vital 
as now. Learn all you can about how to give 
injuries and infections of this type the very 
best care. Brickel’s book will be of the greatest 
help to you in treating these injuries. The au- 
thor correlates recent advances in the inter- 
pretation of the structure of the hand and 
forearm with the particular patterns exhibited 
by surgical infections in these parts, and with 
the rationale of the surgical means employed to 
cure these infections or to minimize their 
results. 


For proper exposition of the clinical anatomy of 
the hand and forearm, numerous dissections 
were made from various points of view in order 
to depict the features of the greatest significance 
in surgical treatment. Selected dissections are 
here portrayed as plates which represent the 
ultimate selection in four years of special study. 
Roentgenograms of hands, in which special 
radio-opaque materials have been injected to de- 
limit tissue spaces and determine their relation- 
ships are included. 


The scope of the book automatically excludes 
fractures, dislocations, congenital deformities, 
plastic operations and non-surgical infections. 
Lesions not primarily surgical are included for 
the bearing they may have on surgical infections, 
e.g., lues, tularemia, diabetes, gangrene, and 
tuberculosis. 
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Gentlemen: Send me ( ) Watson’s “Hernia,” price, $7.50. 
( ) Brickel’s “Surgical Treatment of Hand and Forearm Infections,” price, $7.50. 


( ) Attached is my check. 
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( ) Charge my account. 
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covery. Nevertheless, anxious to col- 
lect damages, this boy had employed 
an attorney who had built up a 
bizarre case with grotesque neuro- 
logic phenomena. The case, as the 
hearing progressed, was obviously 
one of malingering but the defense 
suffered a distinct setback when the 
record was found to be virtually 
blank. The attending surgeon had 
rendered excellent care but there 
were no records to substantiate his 
services. His duty had been done 
only in part. 

No doctor can be too careful of his 
records in compensation cases, if not 
for the sake of the company, at least 
for his own protection. Many of 
these injured employees do not have 
the loyalty of the private patient; 
occasionally they want to _ profit 
through their misfortune and a doc- 
tor’s negligence may be an excellent 
means to that end. The preliminary 
report of the accident by the physi- 
cian is the only picture of the in- 
jured man which the insurance com- 
pany sees. From it they must deter- 
mine if the man has been sufficient- 
ly injured to come under the bene- 
fits of the compensation law. They 
must know the length of that dis- 
ability and also whether there will 
be any permanent defects. All of 
these factors unite to allow them to 
set up their reserve, an item we will 
refer to later. Next, the Commis- 
sioner must receive these reports, for 
he must be satisfied that the injured 





employee has been justly dealt with 
and that he receives the compensa- 
tion which is provided by the law. 
Regarding the reserve, G. Lester 
Marston of the American Mutual 
Liability Insurance Company gives 
an excellent description and I quote 
him: “If you were to build a house 
and your architect told you it would 
cost 10,000 dollars, you would 
see to it that you had that sum of 
money in the bank to pay for it. The 
financing of a compensation case is no 
different from that of financing a 
house, and instead of relying upon 
the plans of architects we must rely 
on doctors and surgeons to furnish 
specifications in the form of medical 
reports in order that the potential 
cost of that case can be properly de- 
termined. Each case is a separate 
bookkeeping account against which 
amounts are drawn for the purpose 
of making compensation, medical 
and expense payments. In order that 
this account may at all times be 
solvent, we rely to a large extent 
upon your full cooperation as re- 
spects furnishing us with the in- 
formation requested in the reports.” 
Probably all of us have filled out 
hundreds of insurance blanks but we 
have all erred either through haste 
or lassitude to complete these blanks 
accurately, leaving them to the office 
force while we dashed out to play 
golf. We must remember that these 
records are in addition to being the 
picture of the injured, also the ex- 
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pression of the quality of our work 
to the insurance company. Most 
companies now use a standard form 
and the questions are clearly stated. 
The exact dates of injury and of be- 
ginning disability are necessary in 
determining compensation due the 
injured. The description of the in- 
jury is likewise of great importance, 
for on this factor depends the evalu- 
ation of the case. Of equal impor- 
tance is the question regarding per- 
manent defect, for from this answer 
the company must arrive at an esti- 
mate of probable payment of perma- 
nent disability. 

There are no specific regulations 
regarding treatment and it is well 
that there are none, for we all know 
that equally good results may be 
achieved through the use of varied 
methods. It is only necessary that 
the injured be treated to the satis- 
faction of all concerned and returned 
to work as soon as possible. Psy- 
chology plays a large role because 
employees occasionally misinterpret 
the law and think they have dam- 
ages due them. Here the physician, 
while treating the injured, can ex- 
plain that the compensation law is 
designed to care for him and his 
family during his enforced disability 
and, further, to compensate him for 
any defect that may result because 
of his injury, and is so devised that 
his payment is automatic and he 
need not employ legal aid to justify 
his claim. 
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The physician doing industrial 
work must be unqualifiedly impar- 
tial; if he leans toward the employee 
in the prolongation of his disability 
or bends in the employer’s direction 
in sending the injured back to work 
before he is ready, he is dishonest in 
his duty. Mr. Clarkson, the Com- 
missioner, has given his interpreta- 
tion of the physician’s attitude to- 
ward this work as follows: “The 
physician of all persons is in a better 
position to know when it is reason- 
ably safe for the man to return to 
work, for he is in a position to know 
what effect the work may or may not 
have upon the injured parts.” There 
are inadequacies in the present com- 
pensation system. Utopia is never 
reached but physicians can improve 
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the care of injured employees if they 
will give the same thoroughness of 
attention to them that they give to 
their private patients. This, coupled 
with an unswerving honesty to both 
parties concerned, the injured and 
the employer, will automatically 
eradicate many misunderstandings. 
In summary, the Workmen’s Com- 
pensation Law is a workable ar- 
rangement whereby the injured re- 
ceives adequate benefits and the 
physician reasonable fees. Demands 
on the physician, in the form of rec- 
ords, are tedious but essential to 
proper execution of the plan. Iowa 
physicians should familiarize them- 
selves with the law and its regula- 
tions so that they may expedite the 
care of the industrially injured. 





Relation Between Corrosion and Menstruation? 


—Certain observations and findings of causes tending to stimulate 
electrolysis and corrosion in electrical products— 


HELEN L. Byrnes, R.N., 
Standard Transformer Corporation, 
Chicago 


N THE profession of industrial 

nursing, situations present them- 
selves from time to time that can be 
accepted as a challenge to one’s in- 
telligence and ingenuity and keep 
one striving to better acquaint her- 
self with technicalities and proce- 
dures in overcoming difficulties that 


arise, rather than permitting her to 
feel that this particular profession is 
uninteresting and dull. 

In our plant employing 300 people, 
of whom the majority are female 
help, problems other than those of a 
conventional nature have arisen. By 
virtue of defects in quality or work- 
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manship evidencing themselves in the 
sample production department of our 
small transformers for industrial and 
commercial application, new and in- 
teresting queries have been brought 
to attention. 

So as to acquaint readers with our 
problem, it might be well to review 
in a non-technical manner the “where 
and why fors”’ of a small trans- 
former so that the production pro- 
cedure under discussion may be vi- 
sualized. A transformer in the first 
instance is an electrical device con- 
sisting of many turns of insulated 
copper wire assembled over an iron 
core. Electrical energy is passed 
through this first winding, creating 
a magnetic field that is induced in 
the iron core of the transformer, and 
then in the opposite way the re- 
quired or reduced energy is with- 
drawn from a second winding wound 
directly over the first which has this 
electrical energy transferred to it by 
the magnetic flux or lines of force 
set up within the field originally ex- 
cited by the application of current on 
the primary or first winding. 

In the production of this rather 
simple electrical unit, a paper core 
of acid-free material is wound as a 
base of the coil upon which many 
hundreds or even thousands of turns 
of fine enameled copper wire are 
laid side by side in layers to build 
it up to the required technical speci- 
fication. After each layer is wound, 
a material of either insulated paper 
or cloth is inserted to provide in- 
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sulation between layers so that the 
wires do not touch one another and 
create a short circuit. After the coil 
is completely wound, it is necessary 
for our operators to skin the enamel 
off the start and finish of the wind- 
ing and to place a flexible lead wire 
on these ends and solder the con- 
nection securely and then tape them 
down under a wrapper which is used 
as the finishing wrapper. Just at 
that point is where the nursing divi- 
sion of our plant was called in to 
solve a problem that perplexed the 
minds of our highly skilled technical 
department. 

We have found that upon the ap- 
plication of direct current; while 
acid-free material was used in the 
production of the coil, electrolysis 
and corrosion started to take place. 
Our engineering department went so 
far as to have lunching at the 
benches dispensed with because they 
found that some of our employees in 
the sample-winding department used 
a little too much salt on their sand- 
wiches, which the engineering de- 
partment in turn believed was detri- 
mental to the best interests of our 
sample production. 

The management also had the pea- 
nut vending machines withdrawn 
from the plant because the salt ad- 
hered to the employees’ hands and 
consequently worked into the coils 
during the period of fabrication. 

With precautions that appeared 
even as minute as these, our diffi- 
culties while they decreased, still 
were prevalent. After talking with 
the engineering department and sev- 
eral of the managerial heads, the 
problem was presented to me to 
effect some sort of research with re- 
spect to determining whether or not 
the perspiration liberated from an 
operator’s hands could in any way 
have caused the difficulties we were 
encountering, such as electrolysis. 

A situation was called to the at- 
tention of one of the executives, 
where a manufacturer of metal kit- 
chen cabinets was obliged to effect 
complete replacement of an entire 
kitchen assembly on account of fin- 
ger prints which were obviously put 
on while turning the stock in the 
spray booth to effect a change in 
direction of spraying. After a pe- 
riod of time, the paint virtually lift- 
ed and peeled off from the spots that 
represented the complete span of the 
five fingers of the operator’s hand as 
he used it to revolve this piece of 
metal. It was conclusively proved in 
this instance that the operator in- 
volved was the possessor of a com- 
plex sex mechanism and that the 
perspiration accumulated on his fin- 
ger tips was definitely acidic, and 
after determining the cause of diffi- 
culties, his removal was necessitated 
from that particular operation. 

Having learned that situations of 
this type arise at infrequent inter- 
vals, we endeavored to determine 
whether or not those sample-winders 
of ours affected the quality of the 
samples produced by virtue of their 
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physical condition. It was believed, 
then, that during the menstrual pe- 
riod of our operators, the chemical 
components of perspiration varied to 
such an extent that corrosion was 
actually stimulated by those oper- 
ators found to be menstruating at 
the time of the production of a given 
article. These conclusions, while I 
have not yet had an opportunity of 
actually proving them to the most 
minute detail, are believed to be well 
founded. 

During the course of the last few 
months, it has been my duty to con- 
tact several medical authorities to 
complete evidence of the fact that 
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treating chemical burns and a Large automo- 
tive division has long standardized on 
IODIZED DIONOL for routine plant injury 
dressing. WHY? 


Your request on your letterhead will bring a 
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body secretions of a woman during 
her monthly cycle or during preg- 
nancy, change to the extent of actu- 
ally affecting small electrical appli- 
ances and devices such as we pro- 
duce. My purpose in presenting this 
is to obtain from your readers in- 
formation and advice relative to 
confirming or discrediting our theory 
relative to the effect on our products 
by virtue of the aforementioned ob- 
servations. Personally, I would like 
to be helpful in exploiting this field 
of thought, and I solicit correspond- 
ence from other members of our pro- 
fession with problems of a like na- 
ture. 


A New, Effective Wet Dressing Solution 


—Clinical Studies on 50 Patients with Common Dermatoses— 


Oscar L. Levin, M.D., and Howarp T. Benrman, M.D., 
New York 


S THE complex phases of modern 

dermatological practice are con- 
tinuously being clarified, accurate 
diagnostic methods and practical 
therapeutic management of the more 
common skin disorders by the physi- 
cian are becoming increasingly im- 
portant.- Although it is recognized 
that the precise diagnosis of cutane- 
ous affections is an essential factor 
in their efficacious treatment, it is 
the purpose of this paper to deal 
only with a practical procedure of 
therapy with particular reference to 
the employment of wet dressings as 
an initial step. 

There is little question that dis- 
orders of the skin and their treat- 
ment are gaining wider attention in 
medicine today. A survey of recent 
statistics showed that in industry 
alone as much as 65% of all occupa- 
tional disease was due to dermatitis 
—resulting in a loss of time amount- 
ing to four million dollars a year.! 
This figure is overwhelming, and 
tends to lay stress upon the value of 
any therapeutic measure which will 
bring the cutaneous condition under 
control within the shortest period of 
time. 

It might be well at this point to 
make a differentiation between the 
terms dermatitis and dermatosis.? In 
industry, an occupational dermatitis 


includes the entire group of contact 
dermatitides in which the anatomical 
lesion is an intraepidermal edema. 
The reaction here is relatively de- 
layed as compared with the reaction 
in which the corium is directly con- 
cerned, and the noxious substance 
enters the vascular system directly. 
In the epidermal form of sensitivity 
covered by the term dermatitis, the 
hereditary or familial element is 
generally absent. 

Where the medium of absorption, 
on the other hand, may not always 
be the skin, and yet where the skin 
may be secondarily affected, also in 
the course of, or arising out of, work 
or occupation, the term occupational 
dermatosis is employed. The simplest 
statement of definition would be that 
dermatosis is a pathological condi- 
tion of the skin without reference to 
cause, and that dermatitis is an in- 
flamatory condition of the skin due 
to a contact agent. 


Treatment of Dermatitis 


ERMATITIS is characterized by 

an exudative inflammation of 
the skin demonstrating clinical phe- 
nomena which represent histopatho- 
logical changes. It presents a definite 
clinical entity whose course often 
varies. Typical cases usually begin 
with itching or slight burning, and 
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erythema of the skin. The involved 
areas rapidly become edematous and 
covered with papules and vesicles 
which may dry or rupture to form 
crusts. 

In the local therapeutic manage- 
ment of dermatitis, topical remedies 
are the favored agents. The rational 
selection of a pharmaceutical de- 
pends upon the stage of inflammation 
of the skin. In the acutely inflamed 
lesion with erythema, slight eleva- 
tion of the epidermis, possible vesi- 
culation or bullous formation, the 
remedy of choice is a wet dressing. 
The comforting and soothing quali- 
ties of this application canot be over- 
emphasized. When solutions are 
properly prepared and administered, 
they have definite beneficial effects. 
They may be antipruritic, cooling, 
and sedative while at the same time 
allowing proper drainage and clean- 


liness. In employing wet applica- 
tions, care should be exercised to 
keep the dressings continuously 


moist and not, as so often happens, 
allowed to dry. Unless they are 
changed regularly and kept wet, they 
may defeat their own purpose. In 
certain types of cutaneous disease, 
powders, lotions or pastes may be 
employed. As a rule, these are of 
greater value in the dry and des- 
quamative stages. 

In a recent series of 50 office cases 
of dermal affections, we prescribed 
wet dressings to be applied for 30 
minutes, three to five times daily, 
depending upon the severity of the 
condition, as the initial therapeutic 
procedure. In some cases only wet 
dressings were given; in others they 
were alternated with lotions or 
pastes (see below). 


Burow’s Solution 


N THE past, we have used Burow’s 

solution of aluminum acetate for 
wet applications with good results 
but with occasional local irritation. 
A recent report in the literature by 
Combes* is of comprehensive nature 
and explains the inconsistent action 
of this solution. Combes observed 
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that on numerous occasions the 
Burow’s solution caused irritation, 
even when used in dilution of 1—10. 
Noting that even official compendi- 
ums gave varying formulas for 
Burow’s, he collected samples from 
several sources and examined them 
for variation in their preparation and 
composition. He found variations in 
their pH but felt that these differ- 
ences were not great enough to ac- 
count for any irritation. It was next 
considered possible that the free 
lead acetate might be the responsible 
factor, because of its astringent ac- 
tion or due to some idiosyncrasy on 
the part of the patient. He cited 
Hammet’s‘ findings that “lead has an 
inhibiting action on the local repair 
and growth of the skin by stopping 
mitosis through the fixation of the 
lead by the sulfydryl radicals pres- 
ent in the epiderm. Since sulfur is 
necessary for the normal develop- 
ment of the epidermis, this de- 
privation would interfere with the 
recuperative process following in- 
flammation.” As a result of further 
investigation, it was demonstrated 
that in all preparations of the com- 
pleted Burow’s solution made ac- 
cording to the National Formulary 
specifications, lead acetate would be 
present in excess. Combes suggested 
revision of the National Formulary 
procedure. 


A New Wet Dressing Solution; 
Lead Free and Stable 


ECENTLY we learned of a new 

wet dressing resembling Bur- 
ow’s solution, and prepared from a 
set of two tablets. When these tab- 
lets are crushed and mixed with a 
pint of water, the solution is ready 
for immediate use. The advantages 
of this new solution over Burow’s 
were at once apparent. First, it con- 
tained no lead. Next, it offered sta- 
bility because fresh solutions are 
made up as needed—the tablets 
themselves being unaffected by heat, 
dampness or light. The dosage and 
the concentration of the ingredients 
are always constant. Because of the 
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small size of the tablets and the ease 
of preparing solutions, patients have 
less difficulty in carrying out in- 
structions. The principal ingredient 
of this new wet dressing solution is 
aluminum subacetate, in a 0.5% con- 
centration and with a pH of 4.6. Its 
chemotherapeutic action is well es- 
tablished. In an aqueous solution it 
exhibits astringent, antiphlogistic, 
and antiseptic action. Being astrin- 
gent, the solution exerts beneficial 
action toward lessening exudation 
through its ability to coagulate the 
albumin in the skin tissues and 
fluids. The basic constituents of the 
solution consist of the sulfates of 
aluminum and calcium, the acetate 
and subacetate of calcium and alu- 
minum and acetic acid. 


Summary and Conclusions 


ET dressing solutions have gen- 

erally proved themselves effica- 
cious in industrial medicine for the 
treatment of wounds, bruises, cer- 
tain types of dermatitis, and various 
phases of tissue inflammation. Be- 
cause of its stronger astringent and 
antiseptic action, we found this alu- 
minum subacetate solution to act 
more rapidly than solutions such as 
boric acid or aqueous magnesium 
sulphate salts. In our series of 50 
dermatological cases, we observed no 
untoward reaction from this new wet 
dressing. Its stability and ease of 
preparation further augment its 
value. We have found it most use- 
ful during the early stages of con- 
tact dermatitis or in various cutane- 
ous pyogenic infections. However, 
this solution may be used whenever 
a wet dressing is indicated. 
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Case AGE | Sex | CoLor DraGnosis DeEscrIPTION OF LESIONS CouRSE AND THERAPY 
| | | 
re | | 
37. A. 8. 48 M W Carbuncle on left | Carbuncle—size of lemon lst Day—Continuous hot wet dressings. 
buttock 2nd Day—Still painful. Tense. 
4th Day—Discharging pus from several openings. 
Bichloride of mercury salve at night. 
DuRATION | Dressings every two hours for 15-30 minutes. 
2 weeks | 8th Day—Still discharging. Slough removed with 
} forceps. Surrounding skin covered with 
weak ammoniate of mercury ung. Wet 
} dressings 30 min. 3 x daily. 
| | 15th Day—Slough out. Ulceration much smaller. 
27th Day—Superficial ulceration. 
} 42nd Day—Almost filled in. 
38. S. K. 54 M Ww | Extremely painful swell- | No discharge, skin ex- Ist Day—Wet dressings 30 min. every two hours. 
| ing, (carbuncle) back of | tremely reddened indur- Ultra-violet irradiation for 10 minutes. 
neck ated Close application with special modified 
| | amp. 
| | 4th Day—Painless, swelling considerably lessened. 
DvuRATION | Wet dressings 3 x daily for 30 min. Ultra- 
4 days violet for 15 min. 














10th Day—Pain absent, slight residual induration. 


No 
further observation until three weeks later; 
stated that above lesion produced no further 
symptoms. 





Examples of the Cases 
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"The Use of Foille in the Treat- 
ment of Burns — Sidney Galt, 
M.D. Dallas Co. Med. Journ. 
XXV; Bf July, 1939. 





HE above conclusions, typifying cross-section 
clinical experience, were based on sixty cases of 


burns of all types treated with 


FOILLE 








Boy, aged 4. Extensive second and third degree Photo at time of discharge with burns all healed, 
burns from scalding oatmeal suffered March 3, 1939. except area approximating size of half-dollar. Heal- 
Ambulatory after 5th day. Control of pain im- ing continuing with promise of complete recovery 
mediately evident following application of Foille. within ten days. 

The profession is invited to make second, and third degree burns. 
the fullest investigation of this Use the coupon in making your 
valuable therapeutic adjunct in request for literature and profes- 
the treatment and care of first, sional sample. 

Manufacturers 
Dallas, Texas, U.S.A. 
New York Chicago Los Angeles Birmingham 





Carbisulphoil Co. 
Dallas, Texas 


Please send me professional sample of Foille. 
Name. 


| 

| 

| 
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M.D. : 

Address | 
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An ever increasing flow of medical literature and clinical 
evidence continues to support the therapeutic effective- 
ness of Sulfathiazole in the treatment of Pneumococcal 


and Staphylococcal infections. 


~ u L FAT H IAZ 0 LE (thiazole analogue of sulfapyridine) has been 


clinically demonstrated to be less toxic than either sulfanilamide or sulfapyr- 
idine. Moreover there are a number of observations which indicate that the 
sulfathiazole group definitely lessens the incidence and severity of vomiting. 
Other advantages are more uniform and rapid absorption, less conjugation 


after absorption, and greater effectiveness against the Staphylococcus. 


s u LFATH 1AZO LE, “Ciba” (2-culfanilyl-aminothiazole) is available 


in 0.5 gram tablets, in bottles of 50, 100, 500 and 1000. Also available are 
5 gm. bottles of Sulfathiazole crystals for making reagent solutions for estima- 
tion of sulfathiazole content of the blood. 
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